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INTRODUCTION 

Alice’s Story 

Alice Brennan was a unique, independent, and spontaneous woman who was cherished by her 

family. She drove herself and had a social schedule that would have exhausted most 20-year-

olds. Except for an occasional episode of arthritis, she was healthy. When she was admitted to 

the local community hospital for suspected gout and then discharged to a rehabilitation facility, 

Mrs. Brennan and her family did not know that her days were numbered. 

Mrs. Brennan expected to get stronger and dance at her high school reunion, which she had been 

planning for months. However, she contracted three infections during her stay at the hospital. 

She did not know to ask her provider why certain medications were or were not prescribed, or 

whether certain tests had been ordered. She certainly would not think she had to ask her 

providers whether they had washed their hands. That passivity cost Alice Brennan her life. She 

suffered from falls, dehydration, urinary tract infections (UTIs), and medical errors, and she died 

48 days after her initial hospitalization for suspected gout. Her death certificate listed sepsis as 

the principal cause of death. 

An investigation by the New York State Health Department found several problems, including a 

failure, indeed a lack of any attempt, to follow isolation protocols. Providers did not 

communicate with Mrs. Brennan or her family, and the hospital did not communicate with the 

rehabilitation center to which Mrs. Brennan was discharged. There was no transparency about 

outbreaks of methicillin-resistant Staphylococcus aureus (MRSA) or Clostridium difficile (C. 

difficile), so Mrs. Brennan’s family could not make an informed choice of hospital. When Mrs. 

Brennan was diagnosed with a C. difficile infection (CDI), there were no changes in a plan of 

action, no efforts to maintain her room or bathroom differently, and no effort to educate Mrs. 

Brennan’s family and friends. The only advice they received was to use hand gel, which is 

ineffective with C. difficile. As with other cases of health care-associated infections (HAIs), Mrs. 

Brennan’s care lacked communication, transparency, and education. 

More than 1,000 days after her mother’s death, Mary Brennan-Taylor continues to grieve and ask 

what else could have been done to prevent Alice Brennan’s suffering and death. Ms. Brennan-

Taylor now works as an advocate for the Consumers Union Safe Patient Project, an 

interdisciplinary collaboration among patients, families, physicians, nurses, and hospitals, to 

promote a cultural change in which patient safety is a priority. The project focuses on electronic 

health records (EHRs), public reporting of HAIs, and national and state-level validation. Ms. 
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Brennan-Taylor and other advocates on the Safe Patient Project emphasize that every HAI has a 

human face ravaged by relentless, ruthless, and preventable conditions. 

The Affordable Care Act: Improving Quality Measurement and Transparency 

Jay Angoff, Acting Regional Director, HHS Region VII 

The Centers for Disease Control and Prevention (CDC), an Operating Division of the United 

States Department of Health & Human Services (HHS), estimate that at least 5.7 million HAIs 

and 100,000 HAI-associated deaths occur annually, with a cost of up to $30 billion per year. 

Until recently, however, physicians, hospitals, insurance companies, and regulators simply 

accepted that some patients would acquire HAIs, receive the wrong medications, or experience 

other adverse events as part of the hospital experience. 

Now stakeholders have begun to push for increased patient safety, including a reduction or even 

an elimination of HAIs. For example, the Michigan Keystone Project has developed an evidence-

based system to measure improvements and collect data on the control or elimination of HAIs. 

This system has reduced central line–associated bloodstream infections (CLABSIs) over 18 

months and has sustained these reductions over the next 5 years, saving millions of dollars in 

health care spending. In another example, the Missouri Center for Patient Safety in Kansas City 

has coordinated efforts at 15 local hospitals and implemented the Comprehensive Unit-based 

Safety Program (CUSP), developed jointly by the Agency for Healthcare Research and Quality 

(AHRQ), the Health Research & Education Trust, John Hopkins University Quality and Safety 

Group, and Michigan Health & Hospital Association Keystone Center for Patient Safety & 

Quality, to reduce CLABSIs. As a result, CLABSIs have been reduced by 30%, with a savings of 

more than $1.4 million, and the program, which now includes UTIs, has expanded statewide. In 

addition, 26 hospitals in Missouri and Kansas have agreed to adopt a safety culture and checklist 

to reduce HAIs by 25%. 

The Affordable Care Act builds on these models and contains several provisions to promote 

patient safety, including adoption by HHS of the National Strategy for Quality Improvement in 

2011. The Centers for Medicare & Medicaid Services’ (CMS) Center for Medicare and Medicaid 

Innovation (CMMI) is working with health care providers, insurers, and researchers to identify 

affordable models of care—for example, bundled payments and strategies for medical homes—

and to find the best strategies to treat patients with chronic illnesses and keep them out of the 

hospital. CMS is also moving toward a value-based purchasing system (VBP), which rewards 

health care facilities for improving quality, reducing errors, and preventing HAIs. The new 

payment system, which will begin on October 1, 2012, for acute care hospitals, will provide 

incentive payments to hospitals that improve their performance in five areas: myocardial 

infarctions, heart failure, pneumonia, and surgery. Hospitals’ performance will be evaluated both 

in relation to other hospitals and with respect to how their performance has improved over time. 

In addition, underperforming facilities will be penalized. Beginning in 2013, hospitals will face 

reduced payments for excessive 30-day readmissions in the four critical areas, and beginning in 

2015, hospitals will face payment reductions for failure to adopt EHRs. Payments will also be 

reduced by 1% for the 25% of hospitals with the highest frequency of HAIs. 

The Affordable Care Act also provides incentives to insurance companies to reduce HAIs and to 

improve quality. In 2014, companies will no longer be able to compete by segmenting the 
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market, differentiating products, and separating out risk. Nor will they be able to discriminate 

according to group size, gender, occupation, or pre-existing condition. In addition, the insurance 

exchanges under the Affordable Care Act will be products of standard actuarial value, and 

competition among insurance companies will depend not only on price but also on quality, 

including the reduction of HAIs and the minimization of costs when HAIs occur. Thus, by 2014, 

everyone in the health care system will have a strong incentive to minimize HAIs. 

The National Action Plan to Prevent Health Care-Associated Infections: Roadmap 
to Elimination (HAI Action Plan)—Overview, Measures, and Goals 

Don Wright, MD, MPH, Deputy Assistant Secretary for Health, HHS Office of the Assistant 
Secretary for Health 

Agencies of HHS, particularly CDC, CMS, and more recently AHRQ, have worked on the 

problem of HAIs. However, these agencies recommitted and refocused their efforts in 2008 with 

the release of a report by the U.S. Government Accountability Office (GAO), which 

acknowledged the work HHS had done but noted the need for leadership in prioritizing 

prevention practices and improving data to reduce the number of HAIs. Specifically, the GAO 

report recommended that HHS improve central coordination of its prevention and surveillance 

strategies, identify and promote the implementation of priorities from the CDC guidelines, and 

establish greater consistency and compatibility of HAI-related data across HHS systems. 

In response to this report and congressional hearings, the HHS Deputy Assistant Secretary for 

Health formed a senior-level steering committee and charged it with creating an action plan to 

prevent, reduce, and ultimately eliminate HAIs. The HHS Steering Committee for the Prevention 

of HAIs established measurable nationwide goals, engaged in partnerships with stakeholders 

across the nation, and improved coordination of existing efforts. The committee also took a 

phased approach, focusing first on acute care hospitals, then on ambulatory surgical centers, end-

stage renal disease (ESRD) facilities, and increasing influenza vaccination coverage among 

health care personnel (HCP) and then on long-term care facilities. A draft action plan was 

released for public comment in January 2009 and finalized in June 2009. This plan, which also 

serves as a guide for state health departments, is a living document that changes as the science of 

HAIs evolves and the most successful prevention strategies are identified. 

Some progress has been made since the steering committee first established its goals. Reductions 

in the standardized infection ratio (SIR) for CLABSIs, catheter-associated urinary tract infections 

(CAUTIs), surgical site infections (SSIs), and invasive MRSA infections are on track to meet 

targets for 2013. CLABSIs have decreased by 33%, MRSA infection have decreased by 18%, 

and CAUTIs by 7%, compared with the baseline. Likewise, adherence to central line insertion 

practices and surgical care improvement process (SCIP) measures are also on track to meet these 

targets. However, additional data on CDI and MRSA bacteremia are not yet available, and 

reductions in C. difficile–associated hospitalizations will not meet the steering committee’s 

target. 

In September 2010, the steering committee held a HAI Progress Meeting to assess its progress in 

combating HAIs. At this conference, both the committee and subject-matter experts (SMEs) 

agreed on the importance of reassessing the strategies described in the Information Systems and 

Technology chapter of the HAI Action Plan, and they conceived the idea of a Data Summit that 
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would bring together the public and private sectors to review existing data sources and to make 

recommendations for enhancing the HAI data supply chain. HHS and SMEs felt that such a 

summit would help to promote the collection of information needed to improve patient care 

without overburdening the health care delivery system. 

The latest revision of the HAI Action Plan was announced in the Federal Register and was open 

for public comment until June 25, 2012. A chapter on long-term care facilities has also been 

developed and will soon be posted for public comment. The revised action plan, including the 

long-term care chapter, is expected to be finalized during early 2013. 

FIRST PLENARY: ELECTRONIC HEALTH RECORDS SYSTEMS, 
STANDARDS, AND USE IN HAI REPORTING 

The promise of the health care system is rooted in its demonstrated capacity for critical 

introspection and its ability to prepare prudently for observations that have yet to be made. The 

advance and implementation of health information systems and technology (IT) is therefore 

critical not only to meet the requirements of states and regulatory organizations but also to fulfill 

obligations to the patient. 

The presentations in the first plenary, chaired by David Hunt, MD, FACS, of the HHS Office of 

the National Coordinator for Health IT (ONC), addressed key question 1: 

When, how, and for which HAIs should the transition be made from traditional methods of case 

finding and reporting—which depend to a large extent on application of written protocol 

instructions by individuals working in health care facilities and manual methods of data 

collection and entry—to computer-based algorithms for case detection and use of electronic data 

sources for populating and submitting numerator and denominator records? 

EHR Adoption in the U.S.: Meaningful Questions 

David Hunt, MD, FACS, Office of Provider Adoption and Support, HHS Office of the National 
Coordinator for Health Information Technology 

The use of health IT to reduce and ultimately to eliminate HAIs is ambitious, but the tacit 

assumption that little to no progress has been made feeds into a policy inertia that patients and 

practices cannot afford. EHR adoption has indeed seen progress. The total number of EHR 

products and companies has steadily risen, and the adoption of EHRs by various medical practice 

types has increased nationwide. The adoption of EHRs among hospitals has risen steadily, and in 

some areas, such as Kansas, adoption is progressing at a rate that might soon eclipse the national 

average. Small practices, which have the smallest margins and the most stretched resources, 

remain the most challenged in adopting EHRs, but they see the greatest gains in adopting them. 

The willingness of a variety of health care practices to adopt EHRs is a cause for some 

celebration, but some areas still need work. For example, some states have dichotomous rates of 

adoption. For example, adoption of EHRs by hospitals in Utah is in the lowest quartile, and that 

in Wyoming is in the highest, but the trend is reversed for adoption of EHRs by physician 

practices in these two states. Each state has its own story with respect to EHR adoption, and 
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some states are moving faster than others are, but all states are moving forward, and any plans 

for tracking and reporting HAIs must acknowledge these variations. 

In an article in the New England Journal of Medicine, Cebul and colleagues reported that 

diabetic patients in EHR-based practices fared much better in key processes of care than those in 

practices with paper medical records. Although EHR adoption is progressing, there is still much 

room for improvement. 

CDC National Healthcare Safety Network (NHSN) 

Daniel Pollock, MD, Division of Healthcare Quality Promotion, Centers for Disease Control and 
Prevention 

Collaborations among practitioners, private sector groups, states, and the federal government are 

promoting HAIs as a vital statistic, one that can be reported publicly with validity, confidence, 

and sufficient information and detail to make it actionable. NHSN, an operating system for 

reporting mandates in several states and in CMS quality programs (as well as voluntary 

reporting), is a manifestation of those collaborations. Since its launch, approximately 4,800 

hospitals and more than 9,000 health care facilities have joined NHSN, and 2012 has seen a 

surge in ESRD facilities that have joined the network. NHSN data are used for HAI prevention 

and quality improvement at all geographic levels. 

The technical design of NHSN allows facilities to report on HAI manually, through a Web 

interface, or electronically via an industry standard file format. The HAIs that matter most in 

terms of morbidity and cost are included in NHSN with input from health care practitioners and 

SMEs, and patient care processes are reported because of their link to HAI prevention. Data on 

HAIs reported by facilities are stored in a CDC database and analyzed with NHSN tools. States 

and health care facilities have ready access to the system and can therefore analyze data and 

compare them to national benchmarks. 

The paradigm shift from a dependence on manual methods for case identification, data 

acquisition, and reporting to electronic detection and reporting remains a challenge for most 

infections. However, using laboratory-identified events, which are by definition detectable from 

laboratory results data are prime candidates for electronic surveillance. CDC expects an increase 

in reporting of MRSA and CDI laboratory identified events in 2013 because of new CMS 

reporting requirements. 

CMS CrownWeb 

James Poyer, MS, MBA, Division of Quality Improvement Policy for Acute Care, Centers for 
Medicare and Medicaid Services 

CrownWeb is a Web-based data collection system designed to allow all Medicare-certified 

ESRD facilities to securely submit facility- and patient-level data in real time. The system 

collects quality measures data and enables facilities to update their details, track admissions and 

discharges, submit clinical data, generate reports for internal use, and submit reports to CMS. 

CrownWeb thus provides the renal community with more complete and accurate information 

about patients on dialysis, and it will help the renal community move from paper-based to 

electronic reporting. 
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The system has improved the timeliness of clinical measures data from 2 years to 60 days, and 

by providing facilities with immediate access to patients’ data when they are admitted, 

CrownWeb helps to simplify Medicare patient management. Facilities can track and validate 

patient outcomes rather than wait for end-reports from CMS, and the single-source data 

repository allows facilities to look for information in one place, thereby increasing their ability to 

focus on patients. Facilities also use CrownWeb to submit patients’ CMS-2728 forms, which 

provide medical evidence of ESRD for Medicare entitlement and to register patients in the 

National Renal Registry, and the system reminds facilities when initial, supplemental, or re-

entitlement forms are due. In addition, CrownWeb includes eight quality measures. Thus, this 

highly confidential system aids caregivers and ensures quality care. 

Patients can also benefit from CrownWeb. The system keeps detailed histories of changes to 

patient modalities, as users must add a new treatment summary whenever treatment changes 

permanently. Patients can read their summaries, which include information about changes to 

primary dialysis setting, primary types of treatment, number of sessions per week, the amount of 

time per session, and the attending practitioner. 

CMS has been working on CrownWeb since 2004, and it has released it in phases to perfect 

functionality and to allow users to register for access. Phase III, released in June 2012, will allow 

use for all Medicare-certified ESRD facilities, and it will include changes to the user interface 

and security procedures. 

AHRQ Common Formats 

Noel Eldridge, MS, Center for Quality Improvement and Patient Safety, Agency for Healthcare 
Research and Quality 

The AHRQ Common Formats provide a standardized format for reporting all adverse events, 

including HAIs. This format grew out of the Patient Safety and Quality Improvement Act of 

2005, which charged AHRQ with standardizing reporting to improve the ability to compare 

information about adverse events across systems. The Common Formats are designed for event 

reporting; they are not designed for measures or surveillance. 

The Common Formats, which include both generic and event-specific modules, allow for local, 

state, and national agencies to aggregate comparable data to improve quality, and they encourage 

agencies to report close calls, near-misses, and unsafe conditions. Common Formats information 

for HAIs is based on the NHSN definitions and covers CLABSIs, ventilator-associated 

pneumonia (VAP), SSIs, CAUTIs, and C. difficile. However, this reporting, which is somewhat 

less detailed than NHSN, does not duplicate NHSN reporting. 

Even with EHRs, event-reporting systems will be needed, because some information will be 

obtained after a patient is discharged and will therefore never be included in the patient’s record. 

The Common Formats, which will collect information about the cause of and contributing factors 

to adverse events, close calls, or unsafe conditions, will: 

 provide information on the entire spectrum of patient safety concerns, 

 support local and regional quality improvement efforts, and, 

 allow those collecting data to collect it once and supply it to organizations that need it. 
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The Common Formats are thus intended to serve the nation’s needs for standardized reporting of 

adverse events, as articulated by the Institute of Medicine and the Patient Safety and Quality 

Improvement Act. 

Discussion Highlights 

The definition of meaningful use is not clear and most likely differs for institutions, consumers, 

and experts in health IT. Although consumers and health IT experts have been involved in 

constructing this definition, health care staff must be included in the next stage. In addition, the 

next stage of the meaningful use definition should include analyses of weaknesses and value 

added for each information stream; that is, it should highlight usability and value to end-users. It 

has not been clear what the meaningful use definition includes or what elements specifically 

ensure that patient safety events are included and that systems can collect that kind of 

information. Nor is it clear what codes or elements should be extracted when harm occurs. ONC 

has created a Chief Medical Officer position to look at safety and usability and ways to promote 

those elements. ONC has also brought together experts from both inside and outside the federal 

government to coordinate activities in safety and usability, and it has established an office 

focused on consumer health. ONC is also interested in creating a value model that incorporates 

more than return on investment. For example, the model also should examine the risks associated 

with not implementing a system for patient safety reporting. All these activities are intended to 

promote HHS’s goals for communication, collaboration, and coordination. 

Other Discussion Points: 

 It is still difficult for patients and consumers to become empowered and obtain the 

information they need to make informed decisions about where to go for care. 

 Institutions can use their own reporting systems and standardize their descriptions of events, 

unsafe conditions, and near-misses to be compatible with the AHRQ Common Formats. If an 

institution adopts the Common Formats, members of an institution’s staff could report unsafe 

conditions, such as inadequate staffing, that they observe. 

 Most health care facilities are still looking for blood culture results, but processes and 

policies for blood cultures have not been standardized. 

 The paradigm of health care information and reporting is different for hospitals than for other 

types of facilities, and the ability to share data is hindered by individualized silos of care and 

increased security measures. HHS has started to grapple with these issues, and state-based 

health information exchange can help in this regard. 

SECOND PLENARY: HHS HAI REPORTING SYSTEMS: OVERVIEW OF 
SELECTED SYSTEMS, PUBLIC REPORTING OF HAI DATA 

The presentations in the second plenary, co-chaired by Dr. Hunt and Hui-Hsing Wong, MD, JD, 

of the HHS Office of the Assistant Secretary for Planning and Evaluation, focused on key 

questions 3 and 4: 

With HHS analyzing and reporting HAI data acquired through a variety of programs and systems, 

each with its own methodology, and because these differences sometimes produce incongruent 
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estimates of HAI scope, magnitude, or trends, what are the priorities of stakeholder groups as 

policies for HAI data reporting are being addressed? 

What policies and standards are needed to facilitate consistent public reporting of the CDC 

National Healthcare Safety Network (NHSN) data at the state and federal levels, and how should 

those policies be identified, developed, or maintained? 

Because NHSN was discussed during the first plenary, that system was not discussed during this 

plenary session. 

Overview of Key HHS Data Sources Available for Longitudinal Assessment of HAI 
Rates: Results from the IMPAQ/RAND Evaluation of the HAI Action Plan 

Daniel Weinberg, PhD, IMPAQ International 

In 2009, IMPAQ International and RAND undertook an evaluation of the HAI Action Plan. This 

evaluation included an inventory of all HHS data systems that could be used to track HAIs at 

various geographic levels, as well as a baseline assessment report of HAI rates derived from 

these systems. The collaboration between IMPAQ International and RAND overlaps with HAI 

Action Plan surveillance activities by focusing on the same HAIs and data sources, by examining 

baseline information, and by tracking progress over time. However, this work is also 

complementary, as it looks at additional data sources and time periods, as well as different 

geographic levels. IMPAQ and RAND also combine multiple data sources into a single 

compendium and study the extent of their concordance. 

Both the inventory and the baseline assessment included NHSN, CDC Active Bacterial Core 

surveillance (ABCs), Medicare’s Hospital Compare, Medicare fee-for-service claims, and the 

AHRQ Healthcare Cost and Utilization Project (HCUP). Once these data sources were identified, 

IMPAQ and RAND researched and proposed HAI surveillance specifications for administrative 

data and then recommended data for inclusion in the baseline report. They collected, organized, 

and analyzed data; examined HAI rates across data systems; interpreted results; and refined their 

interpretations in collaboration with the agencies. These activities were carried out under the 

guiding principle that no single data system provides a comprehensive assessment of HAIs in the 

United States. 

Partnership for Patients Hospital-Acquired Conditions Measurement Strategy 

Noel Eldridge, MS, Center for Quality Improvement and Patient Safety, Agency for Healthcare 
Research and Quality 

The Partnership for Patients (PfP) Hospital-Acquired Conditions (HACs) Measurement Strategy 

was launched by the HHS Secretary in 2011 to improve patient safety and reduce hospital 

readmissions. Baseline data from 2010 indicated that 145 HACs were measured per 1,000 

discharges, with a total of 4.75 million occurring overall, and that the rate of 30-day 

readmissions was 14.4%. The PfP aims to reduce preventable HACs by 40% and overall 

readmissions by 30% by 2013. It includes national measurements based on methods used by 

HHS agencies, as well as a local strategy based on measures already used by local and regional 

hospitals and hospital networks. No new federal data submissions have been mandated. 
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PfP targeted four of its nine HACs on CAUTI, CLABSI, SSIs, and VAP because of the amount 

of harm they cause, because evidence exists on how to prevent them, and because there are 

proven intervention programs for them. However, four other HAIs—hospital-acquired MRSA, 

vancomycin-resistant enterococci (VRE), postoperative pneumonia, and C. difficile—are 

measured as part of the ―all other HACs‖ category. Baseline data indicate that HAIs account for 

1 in 6 adverse events measured by the PfP and that half of those are CAUTIs. 

Provider-Level Perspective: Resource Requirement of Surveillance and Snapshot 
of HAI and Other Patient Safety Metrics 

Russ Olmsted, MPH, CIC, Infection Prevention and Control Services, St. Joseph Mercy Health 
System 

Providers want to provide as much data as they can, but their ability to report is limited by the 

current process of manually screening and sifting data, and by limited ability to conduct day-to-

day data aggregation and analysis of patient care. In the American Journal of Infection Control, 

Stricof and colleagues report that typical infection preventionists (IPs) spend 45% of their time 

on surveillance and information collection. This overwhelming demand prevents IPs from 

reaching the bedside to assist care teams, even as they want to participate in patients’ care. 

Education, investigation of problems, and automated screening can improve providers’ ability to 

report. 

In this regard, the EHR shows a considerable amount of promise. For example, St. Joseph Mercy 

Health employs a comprehensive health informatics system in which the main EHR platform 

allows for several points of care to feed into the system. Other examples of EHR-based provider 

support includes a system that alerts providers about the need to insert or remove a catheter, as 

well as a system of isolation precautions, including an educational component to engage patients 

and family members in identifying key strategies for improving quality and safety. However, 

data extraction remains a challenge; no composite pulls data into a large warehouse. Likewise, 

more work is needed to increase providers’ capacity to make the most sense out of data, 

implement algorithms such as one to help providers detect HAIs, and examine and improve the 

cost-effectiveness of advanced analytical tools. Ultimately, providers need real-time decision 

supports that give them as much information as possible to ensure a successful health care 

episode. Vendors should be encouraged to consider key data to build in for HAIs, as well as 

systems to extract and archive data. Some vendors are already working with NHSN to develop 

standards. 

State Perspective on Multiple National Reporting Systems 

Steve Ostroff, MD, Pennsylvania Department of Health 

HHS has established metrics and specified data sources to track core conditions in the acute care 

setting, and it has established priorities and metrics for other segments of the health care system. 

However, states remain concerned about attempts to produce and present measures using 

alternative data sources. For example, in 2011, AHRQ set out to produce CLABSI data using a 

method different from that in the HAI Action Plan. States are also concerned about differences 

among national, state, and facility measures and who should do them. CDC and others have 

attempted to produce state-specific SIRs for CLABSIs, CAUTIs, and SSIs, but state-specific C. 

difficile data are collected through HCUP, and facility-specific information on CLABSIs is 
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collected through CMS Hospital Compare. In addition, most communications about HAIs refer 

to national goals for HAI reductions, rather than state-specific ones. 

State public health agencies measure HAIs to track progress, optimally target resources, 

maximize prevention, and help patients and their families make informed decisions about where 

to go for their care. These objectives require confidence in the reliability of data. However, data 

reliability continues to be a problem for states because of the rapid expansion of NHSN, the 

quarterly outputs (now 6-month outputs) of Hospital Compare, and extreme variability in the 

amount of auditing. In addition, many HAI measures have been developed under the philosophy 

of ―letting 1,000 flowers bloom,‖ resulting in incompatible measures between federal and state 

systems. For example, CLABSI rates reported by Hospital Compare differ from those reported 

by state departments of health because of differences in where data are collected, what measure 

is reported, and what baseline is used. Thus, consumers are left with conflicting information and 

are unsure how to use that information to inform their decisions. 

Because HAI monitoring and reporting is still young, the variability in approaches might be of 

less concern. However, such variability might limit the ability of states to monitor trends in a 

meaningful way. Thus, outputs should be defined at each geographic level, and inputs and 

outputs should be standardized to maximize use of the information. 

NHSN Data Presentation, Standardized Infection Ratio (SIR), Display of 
Comparisons, Aggregation of Data 

Dawn Sievert, PhD, MS, Division of Healthcare Quality Promotion, Centers for Disease Control and 
Prevention 

The SIR, a summary measure used to track HAIs over time, adjusts for risk factors that are 

significantly associated with differences in infection incidence. By incorporating risk adjustment, 

the SIR can serve as a single summary statistic that can be aggregated at a facility, state, 

regional, or national level. CMS can use the SIR to compare facilities, whereas CDC can use the 

SIR to monitor state and national progress in HAI prevention.  

There is wide use of NHSN in health care facilities across the United States, and many users are 

viewing, reviewing, and reporting their data. However, there is still wide variation in how data 

coming into the system are reported. As noted in previous discussions, CMS and state mandates 

for data submission vary by type of facility, HAI, and locations within acute care hospitals. 

NHSN presents confidence intervals around the SIR to assist consumers in interpreting the SIR, 

but for some entities, such as Hospital Compare, the graphics do not yet allow for presentation of 

confidence intervals.  

Both standardized reporting and harmonized presentation of data are still works in progress. 

Work is under way to improve graphics for Hospital Compare so that confidence intervals will 

be included by the end of 2012. 

Discussion Highlights 

Caution is needed when reviewing the data. Data reported for HAIs are based on surveillance 

definitions. CDC recognizes the discrepancy between clinical and surveillance definitions and 

notes physicians’ difficulty in buying into surveillance if they disagree with its definitions. CDC 
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is working to harmonize the information collected so that it is meaningful to everyone who uses 

it. This work includes a constant review and update of definitions and criteria. 

Other Discussion Points: 

 SIRs are valuable but difficult to explain to the public. For example, the SIR baseline should 

be set instead to an understandable benchmark from a consumer’s point of view.  

 The ability to use NHSN rates to follow a facility’s performance over time will be helpful. 

 Care should be taken in controlling for facility-associated factors, as Hospital Compare is 

intended to compare facilities. 

 For an overwhelming number of hospitals, reporting data on less than a 90-day basis is 

challenging. Thus, a quarter’s worth of data from 80% to 90% of hospitals is somewhat 

meaningless. 

 Risk adjustments include both harmonized and patient-level factors. CDC would like to 

include more patient-level data, but the added burden in data entry and collection must be 

addressed. The move toward EHRs can help with that. 

 To compare metrics in an intellectually honest way, one must consider how well the metrics 

perform. The SIR could become problematic, because device days are used as a denominator, 

and interventions aimed at reducing HAIs are in effect aimed at reducing device days. CDC 

is working on this problem. 

THIRD PLENARY: NATIONAL AND STATE-LEVEL VALIDATION 
EFFORTS 

The third plenary session, chaired by Lisa McGiffert, Director of the Consumers Union’s Safe 

Patient Project, and Rani Jeeva, MPH, CPH, of the HHS Office of the Assistant Secretary for 

Health, addressed key question 5: 

What can and should be done to improve, extend, and sustain efforts at the local, state, and 

national levels to validate facility-specific HAI data that are collected, analyzed, and publicly 

reported? 

Consumer Perspective: Validation 

Lisa McGiffert, Consumers Union, Safe Patient Project 

In general, the public expects the information it uses to guide health decisions has been validated 

and is accurate. When the Consumers Union drafted the first model bill for public reporting, it 

included a requirement for reported information to be checked for quality and accuracy. Later 

funds from the American Recovery and Reinvestment Act of 2009 (ARRA) allowed states to 

validate their data and showed that a small amount of funds could significantly improve data that 

were collected. 

Although both federal and state agencies are responsible for validating data, states oversee health 

care facilities and are more aware of challenges in their geographic regions, and they have 

revolutionized the concept of validation. In particular, New York is the only state that has 

consistently devoted enough resources to validation and thus serves as a model for the nation. 

Validators visit hospitals and review patient records, but they also educate IPs, look for 
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unreported infections, provide guidance on HAI prevention, and recommend improving data 

quality. Thus, the unique role of the states in validation should not be given to the federal 

government; rather, federal agencies should empower and engage the states. 

A study published in Health Affairs reported evidence that adverse events in hospitals occur at a 

higher rate than previously imagined. The study found not only that a third of a hospital’s 

patients were harmed but also that self-report or AHRQ patient safety indicators missed about 

90% of adverse events. Thus, validation should employ and merge several different types of data 

and methods to generate a complete picture. Likewise, caution should be exercised when using 

the term ―validation,‖ as the definition of this term varies across stakeholders. Validation means 

more than ensuring the accuracy of documenting and coding; it also means assessing the data for 

false positives and false negatives, and it can be merged into prevention. Stakeholders also have 

differing definitions for transparency and disclosure. Standard definitions are needed. 

CMS Validation of Hospital Inpatient HAI Measures 

James Poyer, MS, MBA, Division of Quality Improvement Policy for Acute Care, Centers for 
Medicare and Medicaid Services 

The Hospital Inpatient Quality Reporting Program (IQR), which was mandated by the Medicare 

Modernization Act of 2003 (MMA), requires hospitals to collect and post data on quality of care. 

The program therefore guides CMS VBP and provides consumers with information to guide their 

decision making. IQR includes 72 (soon to be 59) quality measures in several domains and these 

measures are validated by medical records extraction. Each year, CMS randomly selects 800 out 

of 3,400 eligible hospitals for auditing; hospitals that failed the previous year’s auditing are 

automatically subject to validation during the current year. For each hospital, CMS selects up to 

18 medical records of patient-level episodes of care per quarter and stratifies them by clinical 

topic. Hospitals submit the selected records to a contractor, who independently extracts 

information using quality measures, adjudicates quality information and mismatches, and 

computes a validation score. 

With respect to HAI measures, CMS has finalized a validation of CLABSI measures and will 

validate intensive care unit (ICU) events beginning with those occurring in January 2012. For 

each hospital, CMS will estimate the reliability of data for all chart-abstracted metrics and ensure 

that the hospital meets a minimum validity level of 75%. CMS will also validate across hospitals 

to evaluate the predictive power of validation for ICU patients. Randomly selected hospitals will 

submit a list of positive blood cultures for all ICU patients, as well as information about central 

lines inserted, particularly for ICU patients. The CMS validation support contractor will identify 

candidate CLABSIs and, for a random sample of three candidate CLABSIs per hospital per 

quarter, provide CDC with information and assess whether that information was reported to 

NHSN accurately. Validation of CLABSI measures will begin in August 2012, with the first 

validation results expected by the summer or fall of 2013. 

This process faces several challenges. CMS requests information on hospital admissions and 

episodes of care and selects events occurring only in a discharge quarter, but patients could 

experience infections other than those occurring in the discharge quarter. In addition, IQR, which 

is primarily designed to detect underreporting of CLABSI events, does not validate central line 

days. 
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For 2013, CMS is proposing a similar process for CAUTI, except it will request a list of positive 

urine cultures. The agency is also proposing a validation process for SSIs, but this process will 

use Medicare claims information for index and 30-day readmissions. Because it will require 

more information starting in 2013, CMS has proposed to reduce the annual sample size to 400 to 

600 hospitals, request a random sample of 12 candidate HAIs per hospital per quarter, and 

provide separate scores for HAIs and clinical processes of care. Chart samples for clinical 

processes of care will not be abstracted or scored for CLABSIs. These changes were posted in 

the Federal Register for public comment. 

CDC Support for Valid HAI Data and Lessons Learned from State Validation 

Kathryn Arnold, MD, Division of Healthcare Quality Promotion, Centers for Disease Control and 
Prevention 

Validation and credible data are vital for prevention, public reporting, and incentive programs.  

Training in use of NHSN and application of NHSN definitions has also become especially 

important as the rapid expansion of NHSN raises concerns about uneven data quality. CDC 

provides such training through professional meeting venues and through Web-based, self-paced 

interactive modules that contain case studies and provide continuing education credits. Likewise, 

many state health departments and QIOs provide local training to help hospitals within their 

jurisdictions. 

Additional support activities include continuing efforts to refine NHSN, including built-in 

business rules and data checks to reduce data entry errors, analyses to allow users to explore data 

quality, and a CDC user support team to answer questions. CDC is also consulting with partners 

about NHSN methods and definitions to ensure more clinical integrity, objectivity, and 

standardization. CDC also supports CMS validation by integrating existing CMS validation 

programs with NHSN definitions. In 2009, CDC disbursed ARRA grants to support validation 

and HAI prevention in the states. These funds allowed states to create innovative approaches and 

tools such as structured sampling frames; ways to identify the numerator, checklists, 

denominator methods surveys; and risk factor investigations for CLABSIs. States also linked 

NHSN procedures to hospital discharge data and developed in-house case-finding surveys and 

risk-factor audits for SSIs. However, although several states have mandates to report CLABSIs 

and SSIs, only a subset have performed external validations, and after expiration of ARRA funds 

in 2011, that subset has shrunk. CDC continues to disburse funds under the Affordable Care Act, 

but those funds are considerably less and do not support enough manpower for validation. 

On the basis of lessons learned from CDC’s support efforts, reporting can improve over time. 

However, validation efforts must look for what is not reported. In addition, validation must be an 

ongoing effort because of the turnover in the health care workforce. Validation efficiency 

depends on sampling frame design, and the approaches used by CMS and the states, though 

different in focus and statute, are all important. CDC has adapted state methodologies and tools 

into a validation toolkit and vetted it at the June CTSE meeting, with the goal of sharing 

resources and lessons learned, outlining strategic options for efficient data quality improvement 

and periodic comprehensive reviews, and seeking consensus on national standards. 
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State-Level Validation: Results and Lessons Learned from California 

Lynn Janssen, MS, CIC, HAI Program, California Department of Health 

In 2011, IPs from the California HAI Liaison Program and Quality Surveillance conducted on-

site data validation to determine whether facilities have understood and applied definitions since 

the implementation of NHSN. More than 100 California hospitals with one full year of 

experience volunteered to participate in the program data validation effort. At each hospital, a 

team of one or two Liaison IPs began with data from laboratory line lists for 3 months and 

reviewed medical records to assess the completeness and accuracy of reporting. They 

interviewed two key hospital staff members for denominator data collection process and hospital 

location mapping, and they used standardized forms to capture data. Liaison IPs then presented 

quantitative findings on identification and reporting of HAIs (sensitivity), the ability to rule out 

infections (specificity) and whether hospitals knew how to apply HAI rules (positive predictive 

value). Results of the validation were left with the hospitals, which were expected to correct and 

update their data. Hospital characteristics were similar between the validation sample and all 

California hospitals. 

Out of 3,000 emergency department and inpatient tests positive for C. difficile, 2,172 had been 

reported, 55 of those in error, and 221 had not been reported but should have. Out of 1,300 

MRSA infections reviewed, 442 had been reported, 15 of those in error, and 150 had not been 

reported but should have. Results for VRE were similar. Because the program did not review all 

3 months in all hospitals for CLABSIs, the program reviewed these infections in clusters. Out of 

almost 4,100 clusters of bloodstream infections, hospitals had reported 135 cases of VRE, 23 of 

which were in error. The program identified 68 that should have been reported, as well as 210 

infections that should not have been reported. Cases reported in error generally arose from tests 

performed before the admission date or on patients who were not admitted at all. Missed cases 

often resulted from inconsistencies in the information IPs had to review or in the information 

received from hospital information systems or laboratories. In some cases, positive blood 

cultures simply were not reviewed. The HAI Liaison Program also found that location attribution 

and mapping was often wrong, especially for C. difficile surveillance. 

This work is not a research study or formal evaluation of HAI reporting in California; therefore, 

findings from the program might not be generalizable. However, on the basis of these efforts, the 

HAI Liaison Program has identified gaps and developed targeted education, training, and 

outreach efforts for all hospitals in California. The program is also facilitating internal data 

validation by providing hospital systems with validation forms adapted for their use. In addition, 

the low sensitivity seen at health care facilities points to a need for improved case finding, for 

example, by including a minimal dataset in the NHSN protocol. The program is continuing its 

analyses of its findings. 

HAI surveillance requires consistency, coordination among clinicians and state and federal 

agencies, the confidence needed to empower adjudication committees to define infections, and 

the compassion that motivates the desire to identify all infections in order to improve them. 

Thus, advancing HAI prevention must go beyond public reporting and comparisons among 
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hospitals. Hospitals must focus on identifying all infections within their own facilities and on 

setting prevention rules and targets. 

Discussion Highlights 

As demonstrated by presentations in this plenary session, CMS focuses on the numerator for 

HAI rates, and at present, the agency is not examining anything related to the denominator. 

Although state and CMS validation approaches can be complementary, they also can be 

competitive by focusing on the same hospitals and even the same charts. In light of the limited 

resources many states face, ways must be found to merge CMS and state validation efforts to 

avoid duplication. 

Differences between instructions for CMS reporting and those for NHSN reporting have lead to 

confusion for IPs otherwise eager to submit their data. CMS encourages IPs unsure about their 

data to submit it with all related information. Although this could prove more burdensome, CMS 

can work with CDC to obtain the most reliable validation and to fine-tune instructions to reduce 

future confusion. However, in the view of some summit participants, the CMS protocol is 

underpowered, and validation of HAI inpatient measures should thus be left to agencies with 

more and better expertise. 

During the HAI Liaison Program and Quality Surveillance effort, the time needed for 

adjudication depended on the complexity of each case. Program IPs looked closely only at a 

sample of positive blood cultures based on whether a central line had been placed or whether the 

patient had been infected at the time of admission. Although the data validation did include 

sensitivity and specificity, it did not assess those aspects observed during the program IP review 

versus those observed during review by hospital staff. However, when program IPs pointed out 

cases that were missed, hospital staff agreed with the program’s assessment. 

Other Discussion Points: 

 CMS validation of hospital inpatient HAI measures requests reports of all positive blood 

cultures only for the facilities targeted for validation that year. 

 The American Society for Quality writes guidelines for quality, but representatives have not 

been included in meetings like this summit. 

 Data reliability is subject to accuracy in documentation and to limitations of the medical 

record. Oftentimes, medical records are missing critical information, even though hospitals 

are expected to keep complete and accurate records to retain their Medicare certification. 

FOURTH PLENARY: ENHANCING THE HAI DATA SUPPLY CHAIN 

The presentations in this plenary session, chaired by Dr. Pollock at CDC, addressed key question 

2: 

With increasing adoption of EHR systems and advances in information technology for detecting 

and reporting HAIs and for collecting and submitting closely related data, what actions need to be 

initiated or intensified to ensure that the data supply chain is as fully developed and widely used as 

possible, produces valid data, and meets prevention, public reporting, and payment purposes? 
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EHR Adoption in the U.S.: From Meaningful Questions to Tides 

David Hunt, MD, FACS, Office of Provider Adoption and Support, HHS Office of the National 
Coordinator for Health Information Technology 

After 2 years of planning, ONC has begun work to support a national framework for health IT. 

Although the office’s plans are not perfect, they are sufficiently complete for stakeholders to be 

asked important questions about choices they will make regarding their practices, institutions, 

and patients. Importantly, stakeholders should consider whether they are using all available 

resources to deliver the best possible care. The questions of most relevance to ONC have nothing 

to do with which EHR system a practice might use, because the overall problem is not a 

technical one. The business of HHS is health and health care, and its overarching goals should 

therefore aim to improve the health of all Americans. Thus, the single thread connecting all work 

in health IT must begin and end with patients’ well-being. Success creates a ―rising tide that lifts 

all boats,‖ but that tide must be channeled toward safety and effectiveness, with a set of values 

that do not allow for islands of mediocrity. 

ARRA introduced the concept of ―meaningful use‖ by calling for incentives to eligible providers 

who meaningfully use an EHR. The act highlighted certified EHR technology, information 

exchange, and the use of EHRs for reporting as criteria that must be included in any discussion 

or rule regarding meaningful use. It gave ONC authority to define the requirements for certified 

technology and left other details of meaningful use to be addressed by ONC and CMS. The 

department has issued meaningful-use rules in three stages. Stage 1 is ongoing, Stage 2 will be 

released later in 2012, and ONC has already begun to think about what to include in Stage 3, 

which will cover 2015 and 2016. These rules outline specific uses, such as electronic 

prescription, vital signs, or clinical summaries, as examples of meaningful use, and facilities 

must choose five of these to show that they are meaningfully using EHRs. 

In the larger picture, however, meaningful use is a policy initiative to support changes in the way 

health care is documented, away from outdated methods that have been used since the turn of the 

twentieth century. Although most stakeholders have raised questions about the definition of 

―meaningful,‖ and although many discussions have focused on the adoption or installation of 

EHRs, the key element in this policy and the department’s expectations is ―use.‖ ONC has 

established 62 regional extension centers (RECs) to provide technical assistance and to catalog 

the challenges the medical community faces in achieving meaningful use and providing high-

quality, efficient, and effective care. Some solutions to these challenges can be found in the 

policies and programs developed by HHS during the past 2 years, but these solutions are not 

enough. Stakeholders must therefore reflect on their own situations and ways in which they can 

improve. 

When confronted with deficiencies and disparities in the system, the medical community must 

have a clear idea of what work needs to be done to address them. Moreover, the work of HHS 

and the medical community must demonstrate clear and convincing value. Meaningful use of an 

EHR can represent a rising tide, but to be taken seriously, providers and HHS agencies must 

understand that no one can be an island. In addition, the medical community must understand 

that EHRs, while necessary, do not constitute the whole answer to challenges in improving care, 

quality, and safety for all Americans. The Institute of Medicine (IOM) has called for health care 

to be efficient, safe, equitable, and timely, but only through stakeholders’ introspection and 
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additional tools, such as the HAI Action Plan and the use of information systems, will the full 

value of the medical community’s work be realized. 

EHR Systems Configuration to Automatically Produce HAI Data to CDC’s NHSN 

Marc-Oliver Wright, MT (ASCP), MS, CIC, NorthShore University Health System 

The web of surveillance in the NorthShore University Health System (NSUHS) comprises four 

acute-care hospitals, 80 outpatient or ambulatory care facilities, and one home care system, all of 

which use EHRs and share information. NSUHS has invested resources in an enterprise data 

warehouse that stores EHR data from more than 700 unique categories and converts it to 

accessible and usable formats. 

A structural data element within the NHUHS data warehouse allows nurses and physicians to 

document and upload information on the presence of Foley catheters, thus automating the 

documentation of device days for each patient and reducing both cost and the risk for error. 

Some EHRs also have customizable patient lists based on specific criteria, such as Foley catheter 

use, allowing dedicated staff to monitor patients in real time and to intervene when problems 

arise. Likewise, the system includes best practice alerts, based on automated rules, to alert staff 

when an action is needed. NSUHS constantly reviews and updates these alerts to ensure that they 

are precise, timely, and actionable and to avoid alert fatigue on the part of staff. Since the 

implementation of EHR and data warehouse system, Foley catheter use for all four hospitals in 

NSUHS has declined dramatically. 

Other applications of the IT system at NSUHS include: 

 Infection prediction. If a patient shows signs of an infection, staff can run the patient’s 

medical record number through the data warehouse and obtain a list of staff members who 

opened the record and interacted with the patient. This system can be used to track 

communicable disease exposures, as well as ―exposures‖ to recorded implants or devices. 

 Syndromic surveillance. Diagnostic codes for influenza-like illness have been captured in the 

EHR and used to develop a query that looks for a combination of signs or symptoms of such 

illness in both the outpatient and emergency department settings. 

 Clinical decision support for MRSA surveillance. NSUHS has derived prediction rules based 

on risk factors observed with MRSA-positive patients and validated these rules based on 

colonization-associated risk factors in a larger cohort of patients. These rules have been built 

into the EHR system to alert staff when MRSA screening is needed. 

As demonstrated by Friedman and colleagues in 2001, adoption of an EHR can increase the rate 

at which infections are identified. Electronically assisted surveillance (EAS) through the EHR 

has thus been proposed as a means to reduce errors and the amount of time IPs spend identifying 

organisms. EAS could allow IPs more time for education and prevention, all while employing 

low-tech items in the EHR and functions they might use in common computer programs. 

Although a survey of 241 California hospitals correlated adoption of EAS with greater use of 

evidence-based practices to prevent HAIs, however, increased adoption of EAS did not decrease 

the amount of time spent on organism identification, suggesting a need to incorporate workflow 

redesigns. In addition, vendor-based EAS systems are expensive, with no evidence of cost-

effectiveness, and in-house EAS systems require infrastructure that is just as costly. Moreover, 
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these systems simply identify sentinel events and might identify patterns; they do not conduct the 

surveillance. 

NSUHS has built and validated a successful model of truly automated surveillance for CLABSIs 

at Stroger Hospital in Cook County, Illinois. Algorithms within the NSUHS data warehouse 

perform well, compared with expert review, and NSUHS has expanded the system such that the 

final model resembles NHSN. Attempts to disseminate this model to other hospitals have failed 

because of differences in the way hospitals operate. However, automated surveillance is 

attainable and scalable. The tools and algorithms developed by NSUHS are open to access by 

other institutions. 

Future of Reporting Quality Data and Using Data for Various Accountability 
Programs 

James Poyer, MS, MBA, Division of Quality Improvement for Acute Care, Centers for Medicare and 
Medicaid Services 

As discussed during other plenary sessions, CMS is moving toward VBP, which links payments 

to quality performance and reporting and penalizes facilities for HAIs and HACs. CMS also is 

implementing several initiatives to encourage the meaningful use of EHRs and the use of these 

records for reporting on quality. Beginning in FY2015, CMS will link Medicare and Medicaid 

payments to hospitals with meaningful use of EHRs, with preference given to hospitals that use 

IQR measures to report their meaningful use. With this change and statutory requirements, the 

HAI Action Plan will be used not only to promote transparency and reporting among health care 

facilities but also as a basis for VBP and certification of meaningful use. Facilities will likely use 

EHR measures to meet their meaningful-use requirements, and to do so, they and HHS agencies 

will need to align their EHR measures and share information on how these measures were 

developed. 

Ultimately, these requirements address CMS’s three-part aim of better care, better health, and 

affordable care. They also align with the HHS National Quality Strategy, which aims to make 

care safer, ensure the engagement of patients and their families as partners, promote efficient 

communication and coordination of care, promote the most effective prevention and treatment 

practices for leading causes of mortality, work with communities to promote use of best 

practices, and make quality care more affordable. CMS has proposed rules for the FY2016 VBP, 

and it is working to make the link between incentive payments and performance even more 

transparent and to align that link with National Quality Strategy goals. To further reduce 

reporting burden to providers, facilitate care coordination, and promote EHR adoption, CMS is 

also collaborating with the HHS Secretary’s Measure Endorsement Entity to harmonize 

measures across settings. 

Discussion Highlights 

Ideally, implementation of HHS rules, which at present is often a task of integration, would 

encapsulate standards-based rules and facilitate development of a common set of fields, data, and 

knowledge across agencies. An example can be found with Illinois Public Health Note, where 

NHUHS is creating a setting with vendor-neutral rules and a common data model that vendors 

and providers must use when submitting data. Although initial HHS efforts have focused on data 
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submission, grants have been awarded to support the development of standards-based rules, and 

other initiatives are planned to encourage vendors to improve usability and reporting. 

The NSUHS EHR/data warehouse system includes an element that captures prescriptions in both 

inpatient and outpatient settings. With this element, NSUHS was able to follow physicians’ 

prescription patterns and develop physician-based scorecards during flu season. NSUHS has 

attempted to incorporate prescription capture in its hospitals’ EHRs, but so far, hospital 

administrators are pushing back. At present, the NSUHS EHR system does not automatically 

populate information into NHSN. 

Data reporting and the ability to track performance are difficult for smaller hospitals, raising 

concerns that VBP will skew toward rewarding larger health systems. CMS recognizes these 

limitations and is working to address them. For example, CMS is soliciting comments on a 

proposal to omit from its CLABSI measures any hospital that had less than one case. The agency 

is also proposing a patient-safety metric that is claims based, but composite measures are better 

served by clinical data and quality measures. 

Other Discussion Points 

 It is likely too late to incorporate NHSN reporting in the Stage 2 rules for meaningful use. 

However, stakeholders are encouraged to push for it to be included in Stage 3 rules. Through 

close coordination, some work on incorporating such reporting is under way, and some 

measures might be included as they arise in IQR. 

 Competency levels and resource availability will vary widely. HICPAC has drafted a model 

identifying core competencies IPs need at various stages in their careers, and IT staff from 

NHUHS have shown some facilities how to improve reporting and quality with the tools they 

have. Facilities might also benefit from HHS training opportunities that shorten the learning 

curve for ICD-10 codes. 

 The data supply chain will need a vendor-neutral, implementation-ready mechanism to 

collect data on laboratory-identified MRSA and C. difficile infections and submit it to 

NHSN. Mapping public health infection codes to laboratory information systems could be a 

good start toward infrastructure that supports clinical decision making for HAIs and reduces 

discrepancies between reports from facilities and those from public health. 

 States vary in how well they have encouraged adoption of EHRs; those that do best have 

fostered close coordination between health IT at state governments and health information 

exchanges with RECs. 

FIFTH PLENARY 

The final plenary session of the HAI Data Summit focused on key question 6: 

Moving forward, what ongoing relationships, informational forums, and policies are needed to 

help states, and other key stakeholders, meet our common goals in the HAI Action Plan? 

Summit participants broke into small groups and discussed practical steps they could take in their 

own organizations. Small groups were then invited to share their ideas with all Summit 

participants. 
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Practical Steps toward Meeting Common Goals in the HAI Action Plan 

 Relationships and Communication. HHS was commended for inviting IPs to participate in 

the summit, and participants agreed the summit is a good start. However, more opportunities 

are needed for HAI stakeholders to discuss their concerns with HHS. Participants suggested 

regular meetings to clarify the vision of the HAI Action Plan, discuss HAI measurement, and 

provide ongoing training to NHSN. If resources are limited, HHS should consider regional 

meetings, because regional coordinators serve as intermediaries for communication between 

HHS and the states. Webinars were also suggested. HICPAC, the Society of Healthcare 

Epidemiologists of America, consumers and advocates, and frontline staff (e.g., nurses) 

should participate or continue to participate in these meetings. 

 

Thousands of stakeholders are tracking and reporting HAIs, but many, particularly those in 

rural areas, are doing it alone, and frustration with the overwhelming nature of reporting 

leads to a high amount of turnover. Therefore, vendors should visit smaller facilities and 

learn about their needs for reporting. 

 

 Common Threads and Standards. Common threads among reporting systems are needed to 

remove redundancies and inconsistencies. Participants suggested that vendors be engaged in 

establishing NHSN data-sharing rules and definitions and incorporating them into their 

systems, as well as a certification process for EHR products. They also suggested forums for 

EHR vendors, data miners, and IPs to ensure vendor transparency and to develop vendor-

neutral standards. In addition, standards toolkits can avoid duplication and unnecessary 

competition to allow stakeholders to share best practices. Participants emphasized that 

standards should allow facilities to use and report data in a meaningful way without being 

overburdened by reporting requirements. Standards can also help with data sharing. 

 

Specific ideas included: 

o Using the CTSE HAI Standards Committee to provide governance processes that could 

be used to report state- and hospital-specific HAI summary statistics. 

o Implementing a coordinated approach to validation, including federal-level standards and 

a certification process for validation programs. 

o Incorporating NHSN HAI reporting into meaningful use measures. 

 

Participants also suggested that HHS set a national standard for the number of IPs needed per 

facility bed size. 

 

 Data Sharing. Ultimately, stakeholders will need patient-centered data to be shared across 

different types of facilities and regional structures of care. However, statutes and structures 

such as the Health Insurance Portability and Accountability Act can sometimes hamper 

sharing and should therefore be tweaked. 

 

 Reporting. Participants suggested that HHS require reporting not only of aggregate data but 

also of hospital data. Data also should be reported in a clear and accessible way to 
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consumers. Participants suggested that HHS and stakeholders consider different formats of 

information sharing based on target audiences (i.e., consumers, providers, public health 

agencies, quality improvement organizations, or the federal government). 

 

 

 Resources. Funding and expertise are important in helping states to continue their work, but 

the level of available resources varies across states. States need to know the long-term 

funding strategy for sustaining the HAI Action Plan, and funding and expertise should be 

channeled through state health departments, which are the leaders in sustaining HAI 

programs. In addition, facilities administrators need guidance on the level of resources 

needed by IP programs to meet mandates. 

 Education. States need education and training, for example, in NHSN data analysis to 

continue their efforts to prevent and to reduce HAIs. Health professionals and the public also 

require education on preventing, recognizing, and treating or caring for HAIs. 

TRACK SESSION D: ACUTE CARE HOSPITALS 

The track session, co-chaired by Dr. Wong and Russ Olmsted, MPH, CIC, of St. Joseph Mercy 

Health System, presented data from the IMPAQ-RAND Longitudinal Study of HAI Rates across 

Key HHS Data Sources and the PfP HACs Measurement Strategies, as well as an overview of 

how NHSN works with external partners. The presentations and discussions in this session 

addressed key question 3: 

With HHS analyzing and reporting HAI data acquired through a variety of programs and systems, 

each with its own methodology, and because these differences sometimes produce incongruent 

estimates of HAI scope, magnitude, or trends, what are the priorities of stakeholder groups as 

policies for HAI data reporting are being addressed? 

After hearing and discussing these presentations, track session participants broke into subgroups 

to discuss the following sub-questions: 

What strategies are needed to advance the use and value of the HHS data systems for all 

stakeholders? Discuss the advantages and limitations of these systems, for example, the use of 

administrative claims data versus epidemiological data to develop shared understanding and assess 

potential for preference based on specific site of HAI. 

As we improve our surveillance and data collection efforts, how do we capture and incorporate 

this information while sustaining consistency in the goals and metrics as originally defined? 

Longitudinal Study of HAI Rates across Key HHS Data Sources 

Daniel Weinberg, PhD, IMPAQ International; Katherine Kahn, MD, RAND Corporation 

CAUTI rates were determined from each HHS data source using data source inclusion criteria, 

such as indwelling catheter, and the units in which they were expressed, such as discharges or 

catheter days, for the denominator. The numerator for these rates included timing of catheter 

placement and UTI diagnosis, antibiotic requirement, and, if included in the dataset, laboratory 

requirements, as well as other criteria, such as International Classification of Diseases, Ninth 
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Revision (ICD-9) codes, or UTI symptoms. On the basis of these determinations, the rate of 

CAUTIs among Medicare claims increased by 25% from 2005 to 2010 and then plateaued in 

later years. Likewise, HCUP rates rose by 36% from 2007 through 2009, although the rate of 

increase slowed during the second year. Medicare Patient Safety Monitoring System (MPSMS) 

rates showed no significant changes over time, and NHSN rates actually declined in 2010. There 

was some concordance among data sources as the rate of CAUTI increases slowed. 

The denominator for CLABSI surveillance rates included data source inclusion criteria, such as 

AHRQ Patient Safety Indicator 7 specifications, central line insertions, or discharges with central 

line insertion and no infection on admission, and the units in which these criteria were described, 

such as discharges or central line days. The numerator for CLABSI rates included time from 

central line insertion to bloodstream infection and/or laboratory or clinical requirements. From 

2005 through 2010, CLABSI rates among Medicare claims fell by 69%, but they increased by 

4% during the last year of the sample. HCUP rates decreased by 42%, and NHSN decreased by 

32% between 2006–8 and 2010. Again, the change in rates was not significant for MPSMS, but 

they did show a trend toward declining. Thus, the concordance among data sources was more 

pronounced, and all data sources showed a decline in CLABSI. 

For SSIs, there was some mismatch among data sources in the types of surgeries included in the 

denominator, and these could be expressed as either discharges or surgical procedure. The 

numerator for SSI rates included specific criteria for infection or codes indicating type of 

surgical procedure, and the numerator for Medicare claim also included follow-up time. Among 

Medicare claims, rates of SSIs declined by almost 10% between 2005 and 2010. HCUP rates 

decreased by approximately two percent and NHSN rates decreased by eight percent from 

baseline. All three data sources showed declining rates of SSIs between 2008 and 2010. MPSMS 

did not conduct SSI surveillance. 

For MRSA surveillance, Medicare claims, HCUP, and MPSMS denominator inclusion criteria 

focused on discharges, whereas the CDC Emerging Infections Program ABCs focused on the 

population in nine catchment areas. Numerators included days to MRSA and/or other criteria 

such as ICD-9 codes or MRSA isolation from a normally sterile site. A new set of MRSA codes 

were issued in 2008. MRSA rates among Medicare claims decreased by approximately 4% 

between 2009 and 2010. HCUP rates increased from 2007 and 2009, and no changes in rates 

were observed following the change in codes. Among ABCs surveillance, MRSA rates decreased 

by almost a third between 2005 and 2009 and by two-thirds following the change in codes. 

MPSMS showed no statistically significant changes over time. IMPAQ and RAND are 

particularly confident in the ABCs rate changes, because they were measured for a constant 

cohort with the same definitions over time. 

Discussion Points 

HAI rate determinations are complex and could be affected by several factors, including the 

person reading the chart or mechanical problems associated with catheter or central line 

placement. In addition, claims data appear to answer the wrong questions, and clinicians have 

been held responsible for surveillance definitions, which are therefore subject to bias across the 

continuum of care. Simpler measures might sacrifice some specificity but provide more guidance 
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on improvement over time. However, ease of measurement should be balanced with 

opportunities to maximize all available data and achieve meaningful use. 

The IMPAQ/RAND longitudinal study did not look for concordance in rates but in trends. 

Partnership for Patients Hospital-Acquired Conditions HAI Local Measurement 
Strategies 

Noel Eldridge, MS, Agency for Healthcare Research and Quality 

The MPSMS sample is based on the IQR sample that CMS already collects. The MPSMS sample 

thus includes patients with principal diagnoses of pneumonia, acute myocardial infarction, or 

heart failure and patients participating in the Surgical Care Improvement Project (SCIP). The 

sample has been expanded to include CLABSI and CAUTI, and a complementary sample of 

patients outside the four principal groups has been added. Thus, the MPSMS sample will 

represent the entire patient population, beginning with data from 2012. 

The national PfP measurement strategy involves sampling and extrapolation of measured HACs 

from MPSMS. However, another key element in the PfP project is the local measurement 

strategy, which relies on 26 hospital engagement networks (HENs) paid by CMS to reduce 

adverse events of all types. Each HEN uses its own methods to measure HACs, and although 

they are expected to measure outcomes and processes, the majority of HENs are also measuring 

HAC rates. Although there is no mandatory reporting of specific measures, HENs must provide 

CMMI with run charts and other data they collect. 

The MPSMS sample through 2007 includes all fee-for-service Medicare patients, whereas the 

sample for 2009–2010 includes the four patient categories mentioned above. To adjust for this 

discrepancy, PfP uses data from the earlier sample only for patients with the four principal 

diagnoses, and it has removed all patients younger than 65 years from the later sample. The two 

samples are therefore similar, but not identical. However, data from these samples indicate that 

from 2005 through 2010, rates declined by 9% for CDI, 17% for CAUTIs, 25% for VAP, and 

60% for CLABSIs, whereas they rose slightly for postoperative pneumonia. The numbers of 

MRSA and VRE were too small to suggest any trends. Overall, MPSMS data indicate that HAIs 

have declined by 15%. Analyses will continue through 2013. 

Discussion Points 

Some summit participants are suspicious that through HENs, PfP has simply funded projects that 

use measures most consider to be invalid, even as the PfP asks them to submit trend charts to 

enable PfP to assess progress in reducing HAIs. One participant questioned whether the HENs 

were familiar with the HAI Action Plan and expressed frustration that various HHS agencies did 

not appear to know what the others were doing. However, the PfP National Measurement 

Strategy does not require reporting. Rather, MPSMS piggybacks on the IQR charts CMS collects 

for other purposes and abstracts based on PfP algorithms. Likewise, PfP does not impose a 

national measure or new measures. It has allowed HENs to propose the most appropriate 

methods to measure adverse events and implement programs to reduce these events. Most HENs 

will likely use NHSN for the HAIs targeted within the HACs, although that was not initially 

required. 
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Other discussion points: 

 MPSMS appears to do a good job of extracting information about the presence of infection at 

the time of admission. 

 The summary data presented here is preliminary and was compiled just as the National 

Measurement Strategy was ramping up. At present, it appears to report a mix of outcome and 

process measures, which might not have been used consistently across hospitals. 

 PfP and MPSMS do not intend to develop a common standard; rather, they will monitor 

contracts to ensure organizations are adhering to their proposals. 

CDC National Healthcare Safety Network and External Partners 

Dawn Sievert, PhD, MS, Centers for Disease Control and Prevention 

NHSN works with partners from a variety of disciplines, with surveillance and analytical 

expertise focused on public reporting and process improvement. To evaluate the risks and 

benefits of requested changes in reporting, NHSN and its partners engage in in-depth 

discussions, review published literature and conference abstracts highlighting issues with NHSN 

surveillance definitions and methodology, identify and propose solutions for examples of users’ 

problems and concerns, and consult with additional experts linked to collaboration members or 

other partners with access to the appropriate data or infrastructure. 

The CTSE HAI Standards Committee is one such partnership. Led by CSTE with CDC 

participation, the committee deliberates on issues such as case definitions, clinical and laboratory 

criteria, electronic criteria, validation and risk adjustment, and the release of NHSN data. The 

committee also develops CTSE position statements. It has just completed work on a statement 

regarding CLABSI reporting, and it is discussing antimicrobial resistance reporting. 

A second example of NHSN partnerships is the Healthcare Infection Control Practices Advisory 

Committee (HICPAC) Surveillance Working Group. This group is more dynamic, with 

membership, collaborations, and partnerships changing based on the topic under review. The 

HICPAC Surveillance Working Group has recently revised the NHSN CLABSI definition such 

that laboratory-confirmed bloodstream infections resulting from mucosal barrier injury are 

reported but set aside as a specific subset. The working group also has revised the overall NHSN 

HAI definition so that it is more amenable to electronic reporting, and most recently, the working 

group has begun revising NHSN procedures, definitions, and reporting variables for SSIs. 

Another partnership, the VAP Surveillance Definition Work Group, has begun revising 

definitions for adults, moving from VAP to ―ventilator-associated events‖ (VAEs). The revision, 

which could include definitions of ventilator-associated conditions, infection-related ventilator-

associated conditions, and possible or probable VAP, will represent a new NSHN model that 

incorporates available criteria across the spectrum of mechanically ventilated patients. CDC will 

propose metrics to the National Quality Forum and expects to have a manual application 

available for the February 2013 NHSN release. Once measures are stabilized, CDC will consider 

electronic reporting for VAEs. The current definitions for VAP will remain in place for children 

until NSHN meets with pediatric groups, and because facilities have already begun their 2012 

data collection for VAP in adults, NHSN is allowing this reporting off-plan so that networks can 

finish and perform their comparisons. 
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Discussion Points 

 At present, NHSN does not differentiate between specific lines in patients with multiple 

lines. CDC is not discussing such reporting but might revisit the issue if evidence later shows 

the importance of collecting data for distinct lines. 

 The definition of surgical implants is a subject of debate, particularly for items such as 

staples or hemoclips. HICPAC and CDC have discussed this concern and will remove 

implants as a variable beginning January 2013. In addition, NHSN will require only a 30-day 

follow-up for most surgical procedures. The 90-day follow-up requirement will remain for a 

subset of procedures. 

Track Session Discussion Highlights 

 MPSMS contains data on the number of line insertions per patient and the number of patients 

with lines inserted, although the system does not provide information on the number of 

patients with simultaneous line insertions. 

 There is some concern that because the MPSMS sample is fairly random, it might not allow 

PfP to detect significant differences. However, the 2012 sample will be enriched for CAUTI 

and CLABSI, and PfP has access to the charts. How best to analyze this sample is under 

discussion. 

 Monitoring and reducing HAIs will require not only data collection and process tools but also 

valid outcomes measures. For example, risk for infection might differ from device risk, 

which might increase even as facilities intervene against HAIs. Thus, the appearance of 

heavy federal investment in process measures is a concern. The different rates and outcomes 

seen by HENs might provide an opportunity for hospitals to learn from one another. 

NEXT STEPS AND ACTION ITEMS 

 OASH will review the discussions and responses to summit key questions. Participants are 

asked to participate in an electronic survey and provide constructive feedback on the 

strengths and limitations of the summit. 

 PowerPoint presentations from the summit will be posted on the OASH Web site once they 

have been modified to comply with Section 508 of the US Rehabilitation Act. 

 A complete report on the summit will be developed and posted by Fall 2012. 

 An update on metrics will be provided at the 2012 Progress Toward Eliminating Health Care-

Associated Infections meeting, which will be held at the Washington Marriott Hotel 

Washington, DC, on November 27, 2012. 

Dr. Wright noted that HHS will continue to promote implementation-based science to reduce 

HAIs and focus on metrics that are not on target to meet 2013 goals. He added that HHS will 

need continued engagement with summit participants. 
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FINAL THOUGHTS FROM MARY BRENNAN-TAYLOR 

While summit participants have considered the definition of ―meaningful use,‖ what matters 

most to patients is that data are timely, actionable, and transparent. Data not only should be used 

by health care providers to guide lifesaving corrective actions but also should be readily 

available to the public to enable informed decision making. Consumers need to see clearly 

whether hospitals are meeting the HAI Action Plan goals. 

It is significant and moving that HHS has not only invited patients and advocates to the table at 

this summit but also allowed them the first and last word. The Consumers Union looks forward 

to continued robust and interdisciplinary work with all stakeholders in achieving the goals of the 

HAI Action Plan. Although patients thank HHS, the states, providers, and other stakeholders for 

all they do, they remind them that every statistic is a cherished and irreplaceable person like 

Alice Brennan. Even one death from an HAI is unacceptable. 

 



HHS HAI Data Summit Summary   Page 27 

APPENDIX 1: PARTICIPANT ROSTER 

Erica Abu-Ghallous, MSN, MPH, RN 

Healthcare-Associated Infections 

Coordinator 

Division of Patient Safety and Quality 

Illinois Department of Public Health 

122 South Michigan Avenue 

Chicago, Illinois 60603 

Phone: 312-814-2915 

E-mail: erica.abughallous@illinois.gov 

 

Tina Adams, RN 

Clinical Content Development Lead 

Health Research and Education Trust 

American Hospital Association 

8227 McArthur Park Drive 

Efland, North Carolina 27243 

Phone: 312-833-1867 

E-mail: tadams2@aha.org 

 

Cindy Allard, CIC 

Healthcare-Associated Infections 

Coordinator 

Office of Communicable Disease 

Mississippi State Department of Health 

P.O. Box 1700 

Suite O-420 

Jackson, Mississippi 39215 

Phone: 601-576-7725 

Fax: 601-576-7497 

E-mail: cindy.allard@msdh.state.ms.us 

 

Nicole Allen, DrPH 

Epidemiologist 

Department of Defense Patient Safety 

Analysis Center 

1335 East-West Highway 

Silver Spring, Maryland 20910 

Phone: 301-295-8112 

E-mail: nicole.allen.ctr@tma.osd.mil 

 

Andrea Alvarez, MPH 

Healthcare-Associated Infections Program 

Coordinator 

Division of Surveillance and Investigation 

Virginia Department of Health 

109 Governor Street, Suite 516E 

Richmond, Virginia 23219 

Phone: 804-864-8097 

E-mail: andrea.alvarez@vdh.virginia.gov 

 

May Jennifer Amolat-Apiado, MD, MPH 

State Healthcare-Associated Infections 

Coordinator 

HealthCare Quality Assessment 

New Jersey Department of Health 

240 West State Street, 11th Floor 

Trenton, New Jersey 08680 

Phone: 917-743-1477 

E-mail: mayjen.apiado@doh.state.nj.us 

 

Dorothy Andrae, MHA, RN, CPHQ 

Director, Clinical Review and Patient 

Safety, Hospital Healthcare-Associated 

Infections Program 

Primaris 

200 North Keene Street 

Columbia, Missouri 65201 

Phone: 573-817-8300 

Fax: 573-817-8344 

E-mail: dandrae@primaris.org 

 

Jay Angoff 

Acting Regional Director 

Department of Health and Human 

Services, Regional Director’s Office 

601 East 12th Street, Suite 1801 

Kansas City, Missouri 64106 

Phone: 816-426-2925 

E-mail: sherry.mirador@hhs.gov 

 

Jennifer Arndt 

Project Manager 

Infection Control and Epidemiology 

University of Michigan 

300 North Ingalls, NI8B06 

Ann Arbor, Michigan 48109 



HHS HAI Data Summit Summary   Page 28 

Phone: 734-647-2266 

E-mail: jlarndt@umich.edu 

 

Kathryn Arnold, MD 

Medical Officer 

Division of Healthcare Quality Promotion 

Centers for Disease Control and Prevention 

1600 Clifton Road N.E., MS A-24 

Atlanta, Georgia 30333 

Phone: 404-657-4131 

E-mail: kea3@cdc.gov 

 

Kathy Auten 

Infection Control Director 

Miami County Medical Center 

2100 Baptiste Drive 

Paola, Kansas 66071 

Phone: 913-294-6650 

E-mail: kathy.auten@olathehealth.org 

 

Arnold Balanoff, MD 

Chief Medical Officer 

CMS Region 7 

Consortium for Quality Improvement and 

Survey and Certification Operations 

Centers for Medicare and Medicaid Services 

602 East 12th Street 

Kansas City, Missouri 64106 

Phone: 816-426-6510 

E-mail: arnold.balanoff@cms.hhs.gov 

 

Jose Belardo, JD, MSW, MHA 

Regional Health Administrator 

Region VII 

U.S. Department of Health and Human 

Services 

601 East 12th Street, Suite 1801 

Kansas City, Missouri 64106 

Phone: 816-426-3294 

Fax: 816-426-2178 

E-mail: jose.belardo@hhs.gov 

 

Brynn Berger, MPH, CIC 

Epidemiologist 

Tennessee Department of Health 

Cordell Hull Building, 1st Floor 

425 5th Avenue North 

Nashville, Tennessee 37243 

Phone: 615-741-2005 

E-mail: brynn.e.berger@tn.gov 

 

Megan Berley 

Healthcare-Associated Infections Program 

Coordinator 

Arkansas Department of Health 

4815 West Markham Street, Slot 32 

Little Rock, Arkansas 72205 

Phone: 501-661-2296 

E-mail: megan.berley@arkansas.gov 

 

Jaya Bhargava, PhD 

Information Systems Manager 

Network of New England 

30 Hazel Terrace 

Woodbridge, Connecticut 06525 

Phone: 203-387-9332 

E-mail: jbhargava@nw1.esrd.net 

 

David Birnbaum, PhD, MPH 

Healthcare-Associated Infections Program 

Manager 

Epidemiology, Health Statistics and Public 

Health Laboratories 

Washington State Health Department 

P.O. Box 47811 

Olympia, Washington 98504-7811 

Phone: 360-236-4153 

Fax: 360-236-4245 

E-mail: david.birnbaum@doh.wa.gov 

 

Mary Blank, MPH, CIC, CPHQ 

Manager, Care Model Innovations 

Provider Quality Innovation 

Highmark Blue Cross Blue Shield 

10126 Deer View Point 

Wexford, Pennsylvania 15090 

Phone: 412-544-5194 

E-mail: mary.blank@highmark.com 

 

Dale Bratzler, DO, MPH 

Chief Quality Officer 

OU Physicians 



HHS HAI Data Summit Summary   Page 29 

University of Oklahoma Health Sciences 

Center 

1200 Children’s Avenue, Suite 3200 

Oklahoma City, Oklahoma 73104 

Phone: 405-271-3932 

Fax: 405-271-3064 

E-mail: dale-bratzler@ouhsc.edu 

 

Mary Brennan-Taylor 

Adjunct Research Instructor 

Department of Family Medicine 

Patient Safety Advocate 

Patient Safety Research Center 

University at Buffalo 

State University of New York 

77 Goodell Street 

Suite 220 

Buffalo, New York 14203 

Lockport, New York 14094 

Phone: 716-70-9543 

Fax: 716-433-1929 

E-mail: mbrennan-taylor@ywcaniagara.org 

 

Kay Brown 

Quality Improvement Director 

Heartland Kidney Network 

7306 N.W. Tiffany Springs Parkway, Suite 

230 

Kansas City, Missouri 64153 

Phone: 816-880-1706 

Fax: 816-880-9088 

E-mail: kbrown@nw12.esrd.net 

 

Kimberly Buffington 

Director 

Pennsylvania Department of Health 

555 Walnut Street 

Forum Place, 8th Floor 

Harrisburg, Pennsylvania 17101 

Phone: 717-525-5507 

E-mail: kbuffington@pa.gov 

 

A. C. Burke, MA 

Healthcare-Associated Infections Program 

Manager 

Epidemiology 

Florida Department of Health 

4052 Bald Cypress Way, Bin A-12 

Tallahassee, Florida 32399 

Phone: 850-766-7547 

E-mail: ac_burke@doh.state.fl.us 

 

Karen Butler 

Director, Clinical Technology Transfer 

Fresenius Medical Care North America 

920 Winter Street 

Waltham, Massachusetts 02451 

Phone: 800-662-1237 

Fax: 781-699-9709 

E-mail: karen.butler@fmc-na.com 

 

Thomas Button 

Director, Infection Prevention 

Truman Medical Centers 

2301 Holmes Street 

Kansas City, Missouri 64108 

Phone: 816-404-0960 

Fax: 816-404-0906 

E-mail: thomas.button@tmcmed.org 

 

Catherine Cairns 

Director, Infectious Disease 

Association of State and Territorial Health 

Officials 

2231 Crystal Drive, Suite 450 

Arlington, Virginia 22202 

Phone: 571-527-3150 

E-mail: ccairns@astho.org 

 

Carol Calabrese 

Sole Proprietor, Infection Prevention 

Consultant 

EPIC Consulting Services 

324 East 69th Terrace 

Kansas City, Missouri 64113 

Phone: 972-333-7364 

E-mail: carol.calabrese@sbcglobal.net 

 

Deborah Camacho, MA 

Quality Improvement Manager 

Telligen 

711 Jorie Boulevard 



HHS HAI Data Summit Summary   Page 30 

Oak Brook, Illinois 60523 

Phone: 630-928-5815 

Fax: 630-928-5865 

E-mail: dcamacho@ilqio.sdps.org 

 

Marjory Cannon, MD 

Medical Officer 

Office of Clinical Standards and 

Quality/Quality Improvement Group 

Centers for Medicare and Medicaid Services 

7500 Security Boulevard 

Baltimore, Maryland 21224 

Phone: 410-786-6868 

Fax: 410-786-8532 

E-mail: marjory.cannon@cms.hhs.gov 

 

Marie Cleary-Fishman, MBA 

Vice President, Performance Improvement 

Quality Care Institute 

Illinois Hospital Association 

1151 Warrenville Road 

Naperville, Illinois 60566 

Phone: 630-276-5585 

Fax: 630-276-5585 

E-mail: mcleary-fishman@ihastaff.org 

 

Alicia Cole 

Executive Director 

Alliance for Safety Awareness for Patients 

14622 Ventura Boulevard, No. 102-827 

Sherman Oaks, California 91403 

Phone: 818-379-9679 

E-mail: mizcole2@aol.com 

 

Lisa Corcoran, MBA 

Director 

NorMet Patient Safety Organization 

400 Stony Brook Court 

Newburgh, New York 12550 

Phone: 845-562-7520 

E-mail: lcorcoran@normet.org 

 

Joseph Coyle, MPH 

Infection Control Consultant 

Surveillance for Healthcare-Associated and 

Resistant Pathogens (SHARP) 

Michigan Department of Community Health 

201 Townsend, CVB Floor 5 

Lansing, Michigan 48913 

Phone: 517-373-4501 

E-mail: coylej@michigan.gov 

 

Michael Craig 

Policy Analyst 

Centers for Disease Control and Prevention 

395 E Street, S.W. 

Washington, D.C. 20201 

Phone: 202-245-0600 

E-mail: bez7@cdc.gov 

 

Joan Crandall, MS 

Clinical Improvement Advisor 

Booz Allen Hamilton 

13164 Piedmont Vista Drive 

Haymarket, Virginia 20169 

Phone: 703-655-5719 

E-mail: crandall_joan@bah.com 

 

Nadine Crawford, MSN 

Healthcare-Associated Infections 

Coordinator 

Communicable Diseases–Epidemiology 

Division 

Alabama Department of Public Health 

201 Monroe Street 

RSA Tower, Suite 1450 

Montgomery, Alabama 36104 

Phone: 334-206-5932 

Fax: 334-206-3734 

E-mail: nadine.crawford@adph.state.al.us 

 

Matthew Crist, MD, MPH 

Medical Epidemiologist 

Georgia Department of Public Health 

2 Peachtree Street, Office 14-222 

Atlanta, Georgia 30303 

Phone: 404-657-6438 

Fax: 404-657-7517 

E-mail: mbcrist@dhr.state.ga.us 

 

Jacob Crook 

Epidemiologist 



HHS HAI Data Summit Summary   Page 31 

Utah Department of Health 

288 North 1460 Street 

West Jordan, Utah 84084 

Phone: 801-583-6097 

E-mail: jcrook@utah.gov 

 

Nancy Culkin, RN, CNN 

Senior Director of Clinical Services 

DaVita Dialysis 

5540 South Queen Street 

Littleton, Colorado 80127 

Phone: 720-320-0290 

Fax: 303-862-5473 

E-mail: nculkin@davita.com 

 

Kathleen Day, RN 

Patient Safety Activist 

Safe Patient Project 

Consumers Union 

357 Pearl Street 

Bangor, Maine 04401 

Phone: 207-990-5778 

E-mail: kathydayrn@aol.com 

 

Pamila Deichmann, RN, MPH 

Bureau Chief 

Center for Acute Disease Epidemiology 

Iowa Department of Public Health 

321 East 12th Street 

Des Moines, Iowa 50319 

Phone: 515-281-4985 

Fax: 515-281-5698 

E-mail: pamila.deichmann@idph.iowa.gov 

 

Ellen DePrat, MSN, RN, NE, CPHQ 

Project Coordinator 

Quality Improvement 

HealthInsight 

6830 West Oquendo Road, Suite 102 

Las Vegas, Nevada 89118 

Phone: 702-933-7316 

Fax: 702-385-4586 

E-mail: edeprat@healthinsight.org 

 

Mallory Doan 

Data Analytics Manager/Epidemiologist 

Michigan Health and Hospital Association 

6215 West St. Joseph Highway 

Lansing, Michigan 48917 

Phone: 517-886-8372 

E-mail: mdoan@mha.org 

 

Ashlie Dowdell 

Healthcare-Associated Infections Prevention 

Program Surveillance Coordinator 

Wisconsin Division of Public Health 

1 West Wilson, Room 318 

Madison, Wisconsin 53702 

Phone: 608-266-1122 

E-mail: ashlie.dowdell@wi.gov 

 

Tynetta Dreher 

Staff Assistant 

Office of the Assistant Secretary for Health 

U.S. Department of Health and Human 

Services 

200 Independence Avenue, S.W., Room 

730E 

Washington, D.C. 20201 

Phone: 202-690-5184 

Fax: 202-401-9547 

E-mail: tynetta.dreher@hhs.gov 

 

Mary Driscoll, RN MPH 

Division Chief, Patient Safety and Quality 

Illinois Department of Public Health 

122 South Michigan Avenue, 7th floor 

Chicago, Illinois 60614 

Phone: 312-793-2051 

E-mail: mary.driscoll@illinois.gov 

 

Cindi Dubner 

State Plan Coordinator 

Division of Epidemiology 

New York State Department of Health 

Empire State Plaza, Corning Tower, Room 

2580 

Albany, New York 12237 

Phone: 518-474-3343 

Fax: 518-473-4090 

E-mail: clk01@health.state.ny.us 

 



HHS HAI Data Summit Summary   Page 32 

Richard Dutton, MD, MBA 

Executive Director 

Anesthesia Quality Institute 

520 North Northwest Highway 

Park Ridge, Illinois 60068 

Phone: 847-268-9226 

E-mail: r.dutton@asahq.org 

 

Harriet Edwards, MSW/MSG 

Executive Director 

Southern California Renal Disease Council, 

Inc. 

ESRD Network 18 

6255 Sunset Boulevard, Suite 2211 

Los Angeles, California 90028 

Phone: 323-962-2020 

Fax: 323-962-2891 

E-mail: hedwards@nw18.esrd.net 

 

Leah Eisenstein, MPH 

Surveillance Epidemiologist 

Florida Department of Health 

2585 Merchants Row Boulevard 

Tallahassee, Florida 32311 

Phone: 850-245-4444 ext. 2481 

E-mail: leah_eisenstein@doh.state.fl.us 

 

Noel Eldridge, MS 

Public Health Analyst 

Center for Quality Improvement and Patient 

Safety 

Agency for Healthcare Research and Quality 

540 Gaither Road 

Rockville, Maryland 20850 

Phone: 301 427-1156 

E-mail: noel.eldridge@ahrq.hhs.gov 

 

Ryan Fagan, MD, MPH 

Medical Epidemiologist 

Division of Healthcare Quality Promotion 

Centers for Disease Control and Prevention 

1600 Clifton Road N.E., MS A-24 

Atlanta, Georgia 30030 

Phone: 404-718-1154 

E-mail: fev3@cdc.gov 

 

Mohamad Fakih, MD, MPH 

Physician Advisor for Hospital-Acquired 

Infections 

Ascension Health 

19251 Mack Avenue, Suite 190 

Grosse Pointe Woods, Michigan 48236 

Phone: 313-343-8232 

E-mail: mohamad.fakih@stjohn.org 

 

Michelle Farber, RN, CIC 

President 

Association for Professionals in Infection 

Control and Epidemiology 

1275 K Street, N.W., Suite 1000 

Washington, D.C. 20005 

Phone: 202-454-2601 

E-mail: michelle.farber@allina.com 

 

Maria Feaster, MSN 

Nurse Consultant 

Office of the Chief Medical Officer 

TRICARE Management Activity 

5111 Leesburg Pike 

Skyline 5, Suite 810 

Falls Church, Virginia 22041 

Phone: 703-681-0081 

Fax: 703-681-1242 

E-mail: maria.feaster@tma.osd.mil 

 

Amy Fletcher 

Clinical Aims Manager 

Telligen 

1776 West Lakes Parkway 

West Des Moines, Iowa 50266 

Phone: 515-440-8232 

E-mail: afletcher@iaqio.sdps.org 

 

Donna Flint, RN, CIC 

Infection Preventionist 

Saint Joseph Medical Center 

1000 Carondelet Drive 

Kansas City, Missouri 64114 

Phone: 816-943-2758 

Fax: 816-943-4849 

E-mail: dflint@carondelet.com 

 



HHS HAI Data Summit Summary   Page 33 

Ginger Floerchinger-Franks, DrPH, MS 

Director, Idaho Trauma Registry 

Idaho Hospital Association 

615 North 7th Street 

Boise, Idaho 83701 

Phone: 208-489-1391 

Fax: 208-344-0180 

E-mail: gfranks@teamiha.org 

 

Denise Flook, RN, MPH, CIC 

Vice President, Infection Prevention/Staff 

Engagement 

Georgia Hospital Association 

1675 Terrell Mill Road 

Marietta, Georgia 30067 

Phone: 770-249-4518 

Fax: 770-955-5801 

E-mail: dflook@gha.org 

 

Silvera Ford, MSN, CIC 

Clinical Nurse Coordinator, Infection 

Preventionist 

Infection Prevention and Control/Nursing 

University of Kansas Hospital 

3901 Rainbow Boulevard 

Kansas City, Kansas 66160 

Phone: 913-588-3019 

Fax: 913-588-2784 

E-mail: sford@kumc.edu 

 

Nanci Fox, RN 

Director, Infection Prevention 

LifePoint Hospitals 

103 Powell Court 

Brentwood, Tennessee 37027 

Phone: 615-372-8500 

E-mail: joi.fox@LPNT.net 

 

Scott Fridkin, MD 

Deputy Chief, Surveillance Branch 

Division of Healthcare Quality Promotion 

Centers for Disease Control and Prevention 

1600 Clifton Road, N.E., MS A-24 

Atlanta, Georgia 30333 

Phone: 404-639-4215 

E-mail: skf0@cdc.gov 

 

Catherine Fulton, MS, CPHQ 

Executive Director 

Vermont Program for Quality in Health Care 

132 Main Street 

Montpelier, Vermont 05602 

Phone: 802-229-2449 

Fax: 802-229-5098 

E-mail: catherinef@vpqhc.org 

 

Daniel Gallardo, MPH, CNA 

Health Policy Analyst 

Office of the Assistant Secretary of Health 

U.S. Department of Health and Human 

Services 

200 Independence Avenue, S.W., Room 

729G.8 

Washington, D.C. 20009 

Phone: 202-690-2470 

E-mail: daniel.gallardo@hhs.gov 

 

Burton Garten, JD 

Director of Quality Initiatives 

Health Care Quality and Regulatory 

Indiana State Department of Health 

2 North Meridian Street 

Indianapolis, Indiana 46204 

Phone: 317-233-7948 

Fax: 317-233-7053 

E-mail: bgarten@isdh.in.gov 

 

Robert Geist, MPH 

Healthcare-Associated Infections Program 

Epidemiologist 

Bureau of Epidemiology and Public Health 

Informatics 

Kansas Department of Health and 

Environment 

1000 S.W. Jackson, Suite 210 

Topeka, Kansas 66612 

Phone: 785-296-4202 

Fax: 785-291-3775 

E-mail: rgeist@kdheks.gov 

 



HHS HAI Data Summit Summary   Page 34 

Emma Gelman, MPH 

Centers for Disease Control and Prevention 

Public Health Prevention Service Fellow 

Wisconsin Division of Public Health 

1 West Wilson Street, Room 317 

Madison, Wisconsin 53711 

Phone: 608-267-7321 

E-mail: emma.gelman@wi.gov 

 

Peg Gilbert, RN, MS 

Quality Improvement Advisor 

CIMRO of Nebraska 

1230 O Street, Suite 120 

Lincoln, Nebraska 68508 

Phone: 402-802-7997 

E-mail: pgilbert@neqio.sdps.org 

 

Nancy Godsey, RN, CHPQ 

Quality Specialist 

Quality Programs–Hospital Team 

Arkansas Foundation for Medical Care 

1020 West 4th, Suite 200 

Little Rock, Arkansas 72201 

Phone: 501-212-8764 

Fax: 501-375-5705 

E-mail: thaynes@afmc.org 

 

Lisa Grabert 

Senior Associate Director 

American Hospital Association 

325 7th Street, N.E., Suite 700 

Washington, D.C. 20004 

Phone: 202-626-2305 

E-mail: lgrabert@aha.org 

 

Vicky Griffin 

Long-Term Care Nurse Consultant 

Division of Quality Assurance 

Department of Health Services 

819 North 6th Street, Room 609B 

Milwaukee, Wisconsin 53203 

Phone: 414-227-4705 

E-mail: victoria.griffin@wi.gov 

 

Linda Groah, MSN 

Chief Executive Officer 

Association of Perioperative Registered 

Nurses 

2170 South Parker Road, Suite 400 

Denver, Colorado 80231 

Phone: 800-755-2676 

Fax: 303-750-2927 

E-mail: lgroah@aol.com 

 

Melody Gwilliam, MPH 

Epidemiologist 

Clinical Analysis Division 

West Virginia Health Care Authority 

100 Dee Drive 

Charleston, West Virginia 25311 

Phone: 304-558-7000 

Fax: 304-558-7001 

E-mail: mgwilliam@hcawv.org 

 

Nadyne Hagmeier 

Quality Improvement Project Manager 

Kansas Foundation for Medical Care, Inc. 

2947 S.W. Wanamaker Drive 

Topeka, Kansas 66614 

Phone: 785-271-4174 

E-mail: nhagmeier@ksqio.sdps.org 

 

Nancy Hailpern 

Director of Regulatory Affairs 

Association for Professionals in Infection 

Control and Epidemiology 

1275 K Street, N.W., Suite 1000 

Washington, D.C. 20005 

Phone: 202-454-2643 

Fax: 202-789-1890 

E-mail: nhailpern@apic.org 

 

Valerie Haley 

Data Manager, Healthcare-Associated 

Infections Reporting 

New York State Department of Health 

Corning Tower 2580 

Albany, New York 12237 

Phone: 518-474-3343 

E-mail: vbh03@health.state.ny.us 



HHS HAI Data Summit Summary   Page 35 

 

Kendall Hall, MD, MS 

Medical Officer, Patient Safety Portfolio 

Agency for Healthcare Research and Quality 

540 Gaither Road 

Rockville, Maryland 20882 

Phone: 301-427-1333 

E-mail: kendall.hall@ahrq.hhs.gov 

 

Kathleen Hall-Meyer, MBA, CIC 

Infection Prevention Coordinator 

Infection Prevention 

Saint Luke’s South Hospital 

Infection Prevention 

12300 Metcalf Avenue 

Overland Park, Kansas 66223 

Phone: 913-317-7685 

Fax: 913-317-7467 

E-mail: kmeyer@saint-lukes.org 

 

Marilyn Hanchett, RN, MA, CPHQ, CIC 

Senior Director, Research and Clinical 

Innovation 

Association for Professionals in Infection 

Control and Epidemiology 

1275 K Street, N.W., Suite 1000 

Washington, D.C. 20005 

Phone: 202-454-2564 

Fax: 202-789-1899 

E-mail: mhanchett@apic.org 

 

Helen Haskell, MA 

President 

Mothers Against Medical Error 

Empowered Patient Coalition 

155 South Bull Street 

Columbia, South Carolina 29205 

Phone: 803-254-8804 

E-mail: haskell.helen@gmail.com 

 

Howard Hays, MD, MSPH 

Acting Chief Information Officer 

Office of Information Technology 

Indian Health Service 

12300 Twinbrook Parkway, Suite 300 

Rockville, Maryland 20852 

Phone: 301-443-9848 

E-mail: howard.hays@ihs.gov 

 

Michelle Heavens, MHA 

Director, Clinical Excellence 

Ascension Health 

4600 Edmundson Road 

St. Louis, Missouri 63134 

Phone: 314-733-8214 

E-mail: mheavens@ascensionhealth.org 

 

Eddie Hedrick, MT(ASCP), CIC 

Emerging Infections Coordinator 

Bureau of Communicable Disease Control 

and Prevention 

Missouri State Department of Health and 

Senior Services 

1500 Vandiver Drive, Suite 112 

Columbia, Missouri 65202 

Phone: 573-864-5317 

Fax: 573-882-6713 

E-mail: eddie.hedrick@health.mo.gov 

 

David Henderson 

Regional Business Manager 

Hospira 

4900 West 114th Street 

Leawood, Kansas 66211 

Phone: 801-819-9216 

E-mail: david.henderson@hospira.com 

 

Mary Hibdon, RN 

Vice President Clinical Services 

Nueterra Healthcare 

11221 Roe Avenue, Suite 320 

Leawood, Kansas 66211 

Phone: 913-314-9193 

E-mail: mhibdon@nueterra.com 

 



HHS HAI Data Summit Summary   Page 36 

Wesley Hodgson, MPA 

State Healthcare-Associated Infections Plan 

Project Coordinator 

Emerging and Acute Infectious Disease 

Control Branch 

Texas Department of State Health Services 

1100 West 49th Street 

Austin, Texas 78756 

Phone: 512-776-6364 

Fax: 512-776-7616 

E-mail: wesley.hodgson@austin.rr.com 

 

Kerri Holloway, RN 

Fresenius Medical Care 

Burleson, Texas 

Phone: 781-699-2466 

E-mail: kerri.holloway@FMC-NA.com 

 

David Hunt, MD 

Medical Director 

Office of Provider Adoption and Support 

Office of the National Coordinator for 

Health Information Technology 

U.S. Department of Health and Human 

Services 

330 C Street, S.W., Suite 1100 

Washington, D.C. 20201 

Phone: 202-205-5105 

E-mail: davidr.hunt@hhs.gov 

 

Sarah Irsik Good 

Medicare Manager 

Kansas Foundation for Medical Care, Inc. 

2947 S.W. Wanamaker Drive 

Topeka, Kansas 66614 

Phone: 785-271-4144 

E-mail: sgood@kfmc.org 

 

Diane Jacobsen, MPH 

Director 

Institute for Healthcare Improvement 

5710 Quinwood Lane 

Minneapolis, Minnesota 55441 

Phone: 763-553-0232 

E-mail: djacobsen@ihi.org 

 

Sarah Jadin, MPH 

Senior Clinical Consultant 

Premier, Inc. 

13034 Ballantyne Corporate Place 

Charlotte, North Carolina 28277 

Phone: 704-816-5121 

E-mail: sarah_jadin@premierinc.com 

 

Tara Janosz, MPH 

Epidemiologist 

Health Facilities 

Colorado Department of Public Health 

4300 Cherry Creek Drive South 

Denver, Colorado 80246 

Phone: 303-691-4981 

E-mail: tara.janosz@state.co.us 

 

Lynn Janssen, MS, CIC 

Coordinator 

Healthcare-Associated Infections Liaison 

Program 

California Department of Public Health 

850 Marina Bay Parkway, Building E 

Richmond, California 94404 

Phone: 510-684-2394 

E-mail: lynn.janssen@cdph.ca.gov 

 

Rani Jeeva 

Team Leader for Healthcare-Associated 

Infection Prevention 

Office of Healthcare Quality 

Office of the Assistant Secretary for Health 

U.S. Department of Health and Human 

Services 

200 Independence Avenue, S.W., 

Room 729G.11 

Washington, D.C. 20201 

Phone: 202-205-5245 

Fax: 202-401-9547 

E-mail: rani.jeeva@hhs.gov 

 



HHS HAI Data Summit Summary   Page 37 

Constance Jones, RN, CIC 

Healthcare-Associated Infections 

Coordinator 

Division of Public Health 

North Carolina Department of Health and 

Human Services 

225 North McDowell Street 

1902 Mail Service Center 

Raleigh, North Carolina 27603 

Phone: 919-410-2201 

Fax: 919-733-0490 

E-mail: constance.d.jones@dhhs.nc.gov 

 

Marion Kainer, MD, MPH 

Director, Healthcare-Associated Infections 

and Antimicrobial Resistance Program 

Communicable and Environmental Diseases 

Tennessee Department of Health 

425 5th Avenue North 

Cordell Hull Building 

Nashville, Tennessee 37243 

Phone: 615-741-7247 

E-mail: marion.kainer@tn.gov 

 

Kevin Kavanagh, MD 

Board Chairman 

Health Watch USA 

3396 Woodhaven Drive 

Somerset, Kentucky 42503 

Phone: 606-875-3642 

E-mail: kavanagh.ent@gmail.com 

 

N. Neely Kazerouni, DrPH, MPH 

Chief, Epidemiology Unit 

Healthcare-Associated Infections Program 

Center for Health Care Quality 

California Department of Public Health 

850 Marina Bay Parkway 

Richmond, California 94804 

Phone: 510-412-1404 

E-mail: neely.kazerouni@cdph.ca.gov 

 

Amy Kelsey, MPH 

Senior Epidemiology Specialist 

Missouri Department of Health and Senior 

Services 

930 Wildwood Drive 

Jefferson City, Missouri 65109 

Phone: 573-751-6407 

Fax: 573-526-0235 

E-mail: amy.kelsey@health.mo.gov 

 

Raynel Kinney-Wilson, RN, CNN 

Quality Improvement Director 

The Renal Network, Inc. 

911 East 86th Street, Suite 202 

Indianapolis, Indiana 46240 

Phone: 317-257-8265 

Fax: 317-257-8291 

E-mail: rkinney@nw10.esrd.net 

 

Suzanne Kirschbaum, RN, CNN 

Quality Improvement Director 

The Renal Network, Inc. 

40 24th Street, Suite 410 

Pittsburgh, Pennsylvania 15222 

Phone: 412-325-2250 

Fax: 412-325-1811 

E-mail: skirschbaum@nw4.esrd.net 

 

Shanina Knighton, RN 

Cofounder 

RKN Corporation 

1760 East 228th Street 

Euclid, Ohio 44117 

Phone: 216-798-7794 

E-mail: info@r-k-n.com 

 

Linda Kusek, MPH, RN, CIC 

Associate Project Director 

Division of Healthcare Quality Evaluation 

The Joint Commission 

1 Renaissance Boulevard 

Oakbrook Terrace, Illinois 60181 

Phone: 630-792-5616 

Fax: 630-792-4616 

E-mail: lkusek@jointcommission.org 

 



HHS HAI Data Summit Summary   Page 38 

Annette Kussmaul, MD, MPH 

Medical Officer 

Division of Quality Improvement 

Centers for Medicare and Medicaid Services 

601 East 12th Street, Suite 355 

Kansas City, Missouri 64106 

Phone: 816-426-6344 

Fax: 816-426-5525 

E-mail: annette.kussmaul@cms.hhs.gov 

 

Naomi Kuznets, PhD 

Senior Director 

AAAHC Institute for Quality Improvement 

Accreditation Association for Ambulatory 

Health Care 

5250 Old Orchard Road, Suite 250 

Skokie, Illinois 60077 

Phone: 847-853-6079 

Fax: 847-853-6118 

E-mail: nkuznets@aaahc.org 

 

Eduardo Lacson, Jr., MD, MPH 

Vice President 

Medical Office 

Fresenius Medical Care North America 

920 Winter Street 

Waltham, Massachusetts 02451 

Phone: 781-699-9000 

E-mail: elacsonj@fmc-na.com 

 

Steve Langan 

Executive Director 

HONOReform Foundation 

415 East 23rd Street 

Fremont, Nebraska 68025 

Phone: 402-659-6343 

E-mail: steve@honoreform.org 

 

Larry LaVoie, PhD 

Statistician 

Division of Quality Improvement 

Centers for Medicare and Medicaid Services 

601 East 12th Street, Suite 355 

Kansas City, Missouri 64106 

Phone: 816-426-6347 

E-mail: larry.lavoie@cms.hhs.gov 

 

Theressa Lee, MPA 

Chief, Hospital Quality Initiatives 

Center for Hospital Services 

Maryland Health Care Commission 

4160 Patterson Avenue 

Baltimore, Maryland 21215 

Phone: 410-764-3328 

Fax: 410-358-1311 

E-mail: tlee@mhcc.state.md.us 

 

Lindsey Lesher 

Epidemiologist 

Minnesota Department of Health 

625 Robert Street North 

St. Paul, Minnesota 55101 

Phone: 651-201-5109 

E-mail: lindsey.lesher@state.mn.us 

 

Cathy Long, RHIT, CPHQ 

Quality Improvement Coordinator 

Heartland Kidney Network 

7306 N.W. Tiffany Springs Parkway, Suite 

230 

Kansas City, Missouri 64153 

Phone: 816-880-1708 

Fax: 816-880-9088 

E-mail: clong@nw12.esrd.net 

 

Lauren Lorentzson, MPH 

Healthcare-Associated Infections 

Epidemiologist 

Georgia Department of Public Health 

E-mail: lalorentzson@dhr.state.ga.us 

 

Chris Lovell, RN, MSN, CNN 

Director of Medical Informatics and 

Systems 

Dialysis Clinic, Inc. 

1633 Church Street, Suite 500 

Nashville, Tennessee 37203 

Phone: 615-342-0526 

E-mail: chris.lovell@dciinc.org 

 



HHS HAI Data Summit Summary   Page 39 

Marian Lowe 

Partner 

Strategic Health Care 

1120 G Street, N.W., Suite 1000 

Washington, D.C. 20005 

Phone: 202-266-2606 

E-mail: marian.lowe@shcare.net 

 

Lisa Lubomski, PhD 

Assistant Professor 

Armstrong Institute for Patient Safety and 

Quality 

Johns Hopkins University 

1909 Thames Street, First Floor 

Baltimore, Maryland 21231 

Phone: 410-614-4037 

Fax: 410-502-3235 

E-mail: lluboms1@jhmi.edu 

 

Carol Lyden, MS 

Quality Improvement Director 

End Stage Renal Disease Network of New 

York 

1979 Marcus Avenue, Suite 105 

Lake Success, New York 11042 

Phone: 516-209-5302 

Fax: 516-326-8929 

E-mail: clyden@nw2.esrd.net 

 

Dagny Magill, MPH 

Epidemiologist 

Bureau of Communicable Disease 

Department of Public Health 

201 Monroe Street, Suite 1450K 

Montgomery, Alabama 36104 

Phone: 334-206-5948 

E-mail: dagny.magill@adph.state.al.us 

 

Susan Manganello 

Vice President/RN 

Connecticut Center for Patient Safety 

111 Founders Plaza 

East Hartford, Connecticut 06111 

Phone: 860-916-0172 

E-mail: susanmango6877@gmail.com 

 

Maureen Marsella, RN 

Senior Program Coordinator 

Quality Improvement 

Healthcentric Advisors 

235 Promenade Street 

Providence, Rhode Island 02908 

Phone: 401-528-3223 

Fax: 401-528-3210 

E-mail: 

mmarsella@healthcentricadvisors.org 

 

John Martin 

Senior Director, Research Operations 

Premier, Inc. 

444 North Capitol Street, N.W., Suite 625 

Washington, D.C. 20001 

Phone: 732-485-7867 

E-mail: john_martin@premierinc.com 

 

Dianne McCagg, MSN 

Quality Improvement Coordinator 

Patient Safety 

MPRO 

22670 Haggerty Road 

Farmington Hills, Michigan 48335 

Phone: 248-465-7342 

Fax: 248-465-7428 

E-mail: dmccagg@mpro.org 

 

L. Clifford McDonald, MD 

Senior Advisor for Science and Integrity 

Division of Healthcare Quality Promotion 

Centers for Disease Control and Prevention 

1600 Clifton Road, MS A-31 

Atlanta, Georgia 30333 

Phone: 404-639-3833 

E-mail: ljm3@cdc.gov 

 

Lisa McGiffert 

Director 

Consumers Union Safe Patient Project 

506 West 14th Street, Suite A 

Austin, Texas 78701 

Phone: 512-477-4431, ext. 115 

E-mail: lmcgiffert@consumer.org 

 



HHS HAI Data Summit Summary   Page 40 

Patricia McIntire 

Registered Nurse Consultant 

Health Quality Assurance 

Florida Agency for Health Care 

Administration 

2727 Mahan Drive, MS 46 

Tallahassee, Florida 32309 

Phone: 850-412-4540 

Fax: 850-922-9162 

E-mail: 

patricia.mcintire@ahca.myflorida.com 

 

Lindsey McNerney 

Infection Prevention Nurse 

Infection Prevention Department 

North Kansas City Hospital 

2800 Clay Edwards Drive 

North Kansas City, Missouri 64116 

Phone: 816-691-5153 

E-mail: lindsey.mcnerney@nkch.org 

 

Richard Melchreit, MD 

Healthcare-Associated Infections 

Coordinator 

Connecticut Department of Public Health 

410 Capitol Avenue, MS 11 FDS 

Hartford, Connecticut 06134 

Phone: 860-509-7833 

Fax: 860-509-7910 

E-mail: richard.melchreit@ct.gov 

 

Gennene Mengistu, MD, PhD 

Epidemiologist III 

Division of Public Health 

State of Delaware Health and Social 

Services 

540 South DuPont Highway 

Dover, Delaware 19901 

Phone: 302-744-1078 

Fax: 302-739-2549/302-223-1540 

E-mail: gennene.mengistu@state.de.us 

 

Yvonne Meritt, RN, MPH 

Director of Quality Initiatives 

Medical Facilities 

Oklahoma State Department of Health 

1000 NE 10th Street, Room 1113 

Oklahoma City, Oklahoma 73112 

Phone: 405-271-6576 

Fax: 405-271-1308 

E-mail: vonniem@health.ok.gov 

 

Sherry Miraclur, MPA 

Executive Assistant 

U.S. Department of Health and Human 

Services 

601 East 12th Street, Suite 1801 

Kansas City, Missouri 64106 

Phone: 816-426-2925 

E-mail: sherry.miraclur@hhs.gov 

 

Marc Molitor 

Infection Control Nurse 

Infection Prevention and Control 

The University of Iowa College of 

Nursing/The University of Kansas 

Hospital 

3901 Rainbow Boulevard, Mailstop 2018 

Kansas City, Kansas 66160 

Phone: 913-588-2726 

Fax: 913-588-2784 

E-mail: marc-molitor@uiowa.edu 

 

Elizabeth Monsees, RN,MSN,CIC 

Clinical Safety Officer 

Children’s Mercy Hospitals and Clinics 

2405 Grand Boulevard, 15th Floor 

Kansas City, Missouri 64108 

Phone: 816-701-4531 

E-mail: eamonsees@cmh.edu 

 



HHS HAI Data Summit Summary   Page 41 

Blake Morphis 

Senior Health Information Analyst 

Healthcentric Advisors 

235 Promenade Street 

Suite 500, Box 18 

Providence, Rhode Island 02908 

Phone: 401-528-3215 

E-mail: 

bmorphis@healthcentricadvisors.org 

 

Stephanie Motter 

Senior Director, Clinical Compliance 

DaVita Dialysis 

1551 Wewatta Street 

Denver, Colorado 80202 

Phone: 303-405-2171 

E-mail: leticia.lamping@davita.com 

 

Evanson Mukira, MPH, MS, MT 

Health Policy Analyst 

Maryland Health Care Commission 

4160 Patterson Avenue 

Baltimore, Maryland 21215 

Phone: 410-764-3275 

Fax: 410-358-1311 

E-mail: emukira@mhcc.state.md.us 

 

David Muntz 

Principal Deputy National Coordinator 

Office of the National Coordinator for 

Health Information Technology 

U.S. Department of Health and Human 

Services 

200 Independence Avenue, S.W., Suite 

729D 

Washington, D.C. 20201 

Phone: 202-690-7151 

E-mail: david.muntz@hhs.gov 

 

Jeanne Negley, MBA 

Healthcare-Associated Infections 

Coordinator 

Oregon Health Authority 

1225 Ferry Street, N.E. 

Salem, Oregon 97301 

Phone: 503-373-1793 

E-mail: jeanne.negley@state.or.us 

 

Pat Nimtz 

Senior Manager of Operations 

Safety Surveillor 

Premier Health Alliance 

13034 Ballantyne Corporate Place 

Charlotte, North Carolina 28277 

Phone: 815-332-8702 

E-mail: pat_nimtz@premierinc.com 

 

Levi Njord, MSc 

Epidemiology Manager 

DaVita Dialysis 

300 Slateworth Drive, Suite 334 

Durham, North Carolina 27703 

Phone: 919-491-3029 

E-mail: levi.njord@davita.com 

 

Vivian Nutsch 

Infection Prevention Supervisor 

Mercy Regional Health Center 

1823 College Avenue 

Manhattan, Kansas 66502 

Phone: 785-776-2821 

E-mail: vivian_nutsch@mercyregional.org 

 

Vinita Oberoi, MPH 

Healthcare-Associated Infections 

Coordinator 

Office of Infectious Disease Services 

Arizona Department of Health Services 

150 North 18th Avenue, Suite 140 

Phoenix, Arizona 85007 

Phone: 602-364-4561 

Fax: 602-364-3199 

E-mail: vinita.oberoi@azdhs.gov 

 



HHS HAI Data Summit Summary   Page 42 

Russell Olmsted, MPH 

Director 

Infection Prevention and Control Services 

St. Joseph Mercy Health System 

5301 East Huron River Drive 

Suite 77, LL N Tower 

Ann Arbor, Michigan 48197 

Phone: 734-712-5174 

Fax: 734-712-3199 

E-mail: olmstedr@trinity-health.org 

 

Stephen Ostroff, MD 

Director 

Bureau of Epidemiology 

Pennsylvania Department of Health 

625 Forster Street, Room 933 

Harrisburg, Pennsylvania 17120 

Phone: 717-787-3350 

E-mail: sostroff@pa.gov 

 

John Oswald, PhD, MPH 

Assistant Vice President, Research 

National Association of Public Hospitals 

and Health Systems 

1301 Pennsylvania Avenue, N.W., No. 950 

Washington, D.C. 20004 

Phone: 202-585-0118 

E-mail: joswald@naph.org 

 

Bob Patterson, MPA 

Program Manager 

Healthcare-Associated Infection Reporting 

Program 

Bureau of Health Care Analysis and Data 

Dissemination 

Missouri Department of Health and Senior 

Services 

920 Wildwood Drive 

Jefferson City, Missouri 65109 

Phone: 573-522-9610 

Fax: 573-526-4102 

E-mail: bob.patterson@health.mo.gov 

 

Eileen Peacock, MSN, RN, CNN, CIC 

Infection Control Specialist 

Office of the Chief Medical Officer 

DaVita Dialysis 

104 Sumter Place 

Maple Glen, Pennsylvania 19002 

Phone: 267-419-8482 

Fax: 866-405-9012 

E-mail: eileen.peacock@davita.com 

 

Diana Pendleton 

Health Facilities Nursing Consultant 

Division of Regulation and Licensure 

Missouri Department of Health and Senior 

Services 

323 Veterans Lane 

Jefferson City, Missouri 65101 

Phone: 573-751-6154 

E-mail: diana.pendleton@health.mo.gov 

 

Joe Perez, DrPH 

Team Leader 

Division of Healthcare Quality Promotion 

Centers for Disease Control and Prevention 

1600 Clifton Road, N.E. 

Atlanta, Georgia 30333 

Phone: 404-639-1544 

E-mail: jperez@cdc.gov 

 

Genelle Pfau, RN 

Infection Prevention 

Cushing Memorial Hospital 

St. Luke’s Health System 

711 Marshall Street 

Leavenworth, Kansas 66048 

Phone: 913-684-1233 

Fax: 913-684-1304 

E-mail: gpfau1@saint-lukes.org 

 



HHS HAI Data Summit Summary   Page 43 

Elizabeth Pickens, RN-BC, MHA 

Nurse Surveyor 

Regulatory Division 

Texas Department of State Health Services 

8407 Wall Street 

Austin, Texas 78710 

Phone: 512-834-6700 

Fax: 512-834-6736 

E-mail: beth.pickens@dshs.state.tx.us 

 

Daniel Pollock 

Surveillance Branch Chief, DHQP 

Centers for Disease Control and Prevention 

1600 Clifton Road, N.E., Mail Stop A24 

Atlanta, Georgia 30333 

Phone: 404-639-4237 

E-mail: dpollock@cdc.gov 

 

Mary Post, RN, MS, CNS, CIC 

Infection Prevention Specialist 

Oregon Patient Safety Commission 

1020 S.W. Taylor Street, Suite 700 

Portland, Oregon 97205 

Phone: 503-227-3059 

Fax: 503-224-9150 

E-mail: mary.post@oregonpatientsafety.org 

 

James Poyer, MS, MBA 

Director 

Division of Quality Improvement Policy for 

Acute Care, Quality Improvement Group 

Office of Clinical Standards and Quality 

Centers for Medicare and Medicaid Services 

7500 Security Boulevard 

Mail Stop S3-02-01 

Woodlawn, Maryland 21244 

Phone: 410-786-2261 

Fax: 410-786-8532 

E-mail: james.poyer@cms.hhs.gov 

 

Leslie Prellwitz, MBA, CCS, CCS-P 

Director, Analytics 

Performance Improvement 

United Healthcare 

155 North Wacker Drive 

Chicago, Illinois 60446 

Phone: 312-775-4302 

E-mail: prellwitz@uhc.edu 

 

Jessica Presley, MPH 

Public Health and Prevention Specialist 

Texas Department of State Health Services 

1100 West 49th Street 

Austin, Texas 78759 

Phone: 512-776-6488 

E-mail: jessica.presley@dshs.state.tx.us 

 

Ming Qu 

Health Section Administrator II 

Division of Public Health 

Nebraska Department of Health and Human 

Services 

301 Centennial Mall South 

Lincoln, Nebraska 68508 

Phone: 402-471-4963 

Fax: 402-471-3577 

E-mail: ming.qu@nebraska.gov 

 

Zeenat Rahman, MBBS, MPH 

Epidemiologist 

Infectious Disease Epidemiology 

Pennsylvania Department of Health 

625 Forster Street 

Health and Welfare Building, Room 933 

Harrisburg, Pennsylvania 17120 

Phone: 717-787-3350 

Fax: 717-425-5071 

E-mail: zrahman@pa.gov 

 



HHS HAI Data Summit Summary   Page 44 

Jean Rainbow, RN, MPH 

Nurse Specialist 

Infectious Disease Epidemiology, 

Prevention and Control 

Minnesota Department of Health 

625 Robert Street North 

St. Paul, Minnesota 55101 

Phone: 651-201-5104 

Fax: 651-201-5743 

E-mail: jean.rainbow@state.mn.us 

 

Sharon Raithel 

Health Facilities Nursing Consultant 

Division of Regulation and Licensure 

Missouri Department of Health and Senior 

Services 

323 Veterans Lane 

Jefferson City, Missouri 65101 

Phone: 573-751-6154 

E-mail: sharon.raithel@health.mo.gov 

 

Carol Ratcliffe, DNP, RN 

Vice President, Patient Care Services 

St. Vincent’s East 

50 Medical Park East Drive, Suite 250 

Birmingham, Alabama 35235 

Phone: 205-838-3104 

E-mail: carol.ratcliffe@stvhs.com 

 

Marcos Restrepo 

Investigator 

South Texas Veterans Health Care System 

Veterans Evidence-based Research, 

Dissemination, and Implementation 

Center 

University of Texas Health Science Center, 

San Antonio 

7400 Merton Minter Boulevard 

San Antonio, Texas 78229 

Phone: 210-617-5300, ext. 15413 

E-mail: restrepom@uthscsa.edu 

 

Carol Roberts 

Infection Prevention Nurse Coordinator 

Infection Prevention and Control 

University of Kansas Hospital 

3901 Rainbow Boulevard 

Kansas City, Kansas 66160 

Phone: 913-588-1457 

Fax: 913-588-2784 

E-mail: croberts@kumc.edu 

 

Darlene Rodgers, RN 

Executive Director 

End Stage Renal Disease Networks 15/17 

165 South Union Boulevard, Suite 466 

Lakewood, Colorado 80228 

Phone: 303-831-8818 

Fax: 303-860-8392 

E-mail: drodgers@nw15.esrd.net 

 

Richard Rodriguez, MPH 

Epidemiologist 2 

Public Health/Infectious Disease 

Connecticut Department of Public Health 

410 Capitol Avenue 

Hartford, Connecticut 06134 

Phone: 860-509-7995 

Fax: 860-509-7910 

E-mail: richard.rodriguez@ct.gov 

 

Jean Roland 

Quality Improvement Specialist 

North Dakota Health Care Review, Inc. 

3520 North Broadway 

Minot, North Dakota 58703 

Phone: 701-852-4231 

Fax: 701-857-9755 

E-mail: jroland@ndqio.sdps.org 

 



HHS HAI Data Summit Summary   Page 45 

Gary Roselle, MD 

Director, National Infectious Diseases 

Service, 

Veterans Affairs Central Office 

Veterans Affairs Medical Center 

Veterans Health Administration 

U.S. Department of Veterans Affairs 

3200 Vine Street 

Cincinnati, Ohio 45220 

Phone: 513-475-6398 

Fax: 513-475-6399 

E-mail: gary.roselle@va.gov 

 

Lisa Rozendaal 

Adverse Drug Events Lead 

Telligen 

1776 West Lakes Parkway 

West Des Moines, Iowa 50266 

Phone: 515-362-8332 

E-mail: lrozendaal@iaqio.sdps.org 

 

Faye Salzer, RN 

Healthcare-Associated Infections Activities 

Coordinator 

Disease Control 

North Dakota Department of Health 

506 2nd Avenue, N.W. 

Ashley, North Dakota 58413 

Phone: 701-333-8389 

E-mail: fsalzer@nd.gov 

 

Fontaine Sands, DrPH, MSN, CIC 

Healthcare-Associated Infections Program 

Manager 

Division of Epidemiology 

Kentucky Department for Public Health 

275 East Main Street, Mail Sort HS2EB 

Frankfort, Kentucky 40621 

Phone: 502-564-3261, ext. 4129 

E-mail: fontaine.sands@ky.gov 

 

Giovanna Santovito-Carducci, RN, CIC 

Nevada Healthcare-Associated Infections 

Coordinator 

Office of Public Health Informatics and 

Epidemiology 

Nevada State Health Division 

Nevada Department of Health and Human 

Services 

3811 West Charleston Boulevard, Suite 205 

Las Vegas, Nevada 89015 

Phone: 702-486-0482 

E-mail: gcarducci@health.nv.gov 

 

Chris Scalamandre 

Quality Improvement Coordinator 

IPRO End Stage Renal Disease Network of 

New York 

1979 Marcus Avenue 

Lake Success, New York 11042 

Phone: 516-209-5203 

Fax: 516-326-8929 

E-mail: cscalamandre@nw2.esrd.net 

 

Joseph Scaletta, MPH, RN, CIC 

Healthcare-Associated Infections Program 

Director 

Bureau of Epidemiology and Public Health 

Informatics 

Kansas Department of Health and 

Environment 

1000 S.W. Jackson Street, Suite 210 

Topeka, Kansas 66612 

Phone: 785-296-4090 

E-mail: jscaletta@kdheks.gov 

 

David Shapiro, MD 

President 

Ambulatory Surgery Center Association 

1400 Village Square Boulevard, Suite 3-259 

Tallahassee, Florida 32312 

Phone: 850-508-6787 

E-mail: dshapiromd@yahoo.com 

 



HHS HAI Data Summit Summary   Page 46 

Meredith Shellner, RN, MSA, CIC 

Infection Preventionist 

Infection Prevention and Control 

Truman Medical Centers 

7900 Lees Summit Road 

Kansas City, Missouri 64139 

Phone: 816-404-7880 

Fax: 816-404-7881 

E-mail: meredith.shellner@tmcmed.org 

 

Nina Shik, MSN 

Director of Nursing Practice and Clinical 

Excellence 

The University of Kansas Hospital 

3901 Rainbow Boulevard 

Kansas City, Kansas 66160 

Phone: 913-588-2758 

Fax: 913-588-4008 

E-mail: nshik@kumc.edu 

 

Dawn Sievert, PhD, MS 

Epidemiologist 

Division of Healthcare Quality 

Promotion/Surveillance Branch 

Centers for Disease Control and Prevention 

1600 Clifton Road, N.E. 

Atlanta, Georgia 30333 

Phone: 404-639-4174 

E-mail: dsievert@cdc.gov 

 

Donna Slosburg, RN, LHRM, CASC 

Executive Director 

ASC Quality Collaboration 

106 29th Avenue 

St. Petersburg Beach, Florida 33706 

Phone: 727-367-0072 

E-mail: donnaslosburg@ascquality.org 

 

Kimberly Smith 

Infection Control Coordinator 

North Cypress Medical Center 

21214 Northwest Freeway 

Cypress, Texas 77429 

Phone: 832-912-3594 

E-mail: kimberlysmith@ncmc-hospital.com 

 

Rebecca Smith 

Infection Prevention and Control 

Coordinator 

Infection Prevention/Risk Management 

North Kansas City Hospital 

2800 Clay Edwards Drive 

North Kansas City, Missouri 64116 

Phone: 816-691-5153 

Fax: 816-346-7055 

E-mail: becky.smith@nkch.org 

 

Rachel Stricof, MPH, CIC 

Consultant 

Council of State and Territorial 

Epidemiologists 

1711 Coconut Drive 

Fort Pierce, Florida 34949 

Phone: 518-852-5993 

E-mail: rstricof@gmail.com 

 

Stan Stuckey 

Infection Prevention Coordinator 

Olathe Medical Center 

Infection Prevention 

20333 West 151st Street 

Olathe, Kansas 66061 

Phone: 913-791-4364 

E-mail: stan.stuckey@olathehealth.org 

 

Audrey Sunderraj, MBBS 

Director of Survey and Certification 

Survey and Certification Commission 

Kansas Department on Aging 

503 South Kansas Avenue 

Topeka, Kansas 66603 

Phone: 785-296-1023 

Fax: 785-296-0256 

E-mail: audrey.sunderraj@aging.ks.gov 

 



HHS HAI Data Summit Summary   Page 47 

Amber Taylor, MPH 

Health Policy Analyst 

Office of Healthcare Quality 

U.S. Department of Health and Human 

Services 

200 Independence Avenue, S.W. 

Washington, D.C. 20201 

Phone: 202-205-8179 

E-mail: amber.taylor@hhs.gov 

 

Kathryn Taylor, RN, MPH 

Senior Research Nurse 

Johns Hopkins School of Medicine 

1909 Thames Street, 1st Floor 

Baltimore, Maryland 21231 

Phone: 410-614-1905 

E-mail: ktaylo45@jhmi.edu 

 

Zachary Taylor, MD 

Regional Health Administrator, Region VIII 

Office of the Assistant Secretary for Health 

U.S. Department of Health and Human 

Services 

999 18th Street 

South Terrace, Suite 471 

Denver, Colorado 80202 

Phone: 303-844-7860 

Fax: 303-844-2019 

E-mail: zachary.taylor@hhs.gov 

 

Lisa Thiemann, CRNA, MNA 

Senior Director, Professional Practice 

American Association of Nurse Anesthetists 

222 South Prospect Avenue 

Park Ridge, Illinois 60068 

Phone: 847-655-8876 

Fax: 847-939-3560 

E-mail: lthiemann@aana.com 

 

Maureen Titus-Hinson, MHA 

Director, Infection Prevention 

Carolinas Healthcare System 

1618 Scott Avenue 

Charlotte, North Carolina 28232 

Phone: 704-355-2327 

E-mail: 

maureen.titus@carolinashealthcare.org 

 

Lisa Tomlinson, MA 

Senior Director 

Government Affairs 

Association for Professionals in Infection 

Control and Epidemiology 

1275 K Street, N.W., Suite 1000 

Washington, D.C. 20005 

Phone: 202-454-2606 

Fax: 202-789-1890 

E-mail: ltomlinson@apic.org 

 

Kathryn Turner, PhD, MPH 

Epidemiology Program Manager 

Public Health 

Idaho Department of Health and Welfare 

450 West State Street, 4th Floor 

Boise, Idaho 83702 

Phone: 208-334-5939 

Fax: 208-332-7302 

E-mail: turnerk@dhw.idaho.gov 

 

Robyn Turton 

Manager 

Carolinas Healthcare System 

P.O. Box 32861 

Charlotte, North Carolina 28232 

Phone: 704-355-2503 

E-mail: 

robyn.turton@carolinashealthcare.org 

 



HHS HAI Data Summit Summary   Page 48 

Bernice Ulrich 

Vice President 

Data Services 

Indiana Hospital Association 

1 American Square, Suite 1900 

Indianapolis, Indiana 46282 

Phone: 317-423-7739 

Fax: 317-423-7796 

E-mail: bulrich@ihaconnect.org 

 

David Van Wyck, MD 

Vice President Clinical Services 

Office of the Chief Medical Officer 

DaVita Dialysis 

6720 North Nanini Drive 

Tucson, Arizona 85704 

Phone: 520-906-8262 

Fax: 877-240-3961 

E-mail: dvanwyck@davita.com 

 

Vera VanBruggen 

Director, Long Term Care Consulting 

Division 

Survey and Certification Commission 

Kansas Department on Aging 

503 South Kansas Avenue 

Topeka, Kansas 66603 

Phone: 785-296-1246 

E-mail: vera.vanbruggen@aging.ks.gov 

 

Caprice Vanderkolk, MS 

Program Director Renal Services Center 

SSM Healthcare of Wisconsin 

2840 Index Road 

Madison, Wisconsin 53713 

Phone: 608-229-7234 

Fax: 608-229-7395 

E-mail: caprice_vanderkolk@ssmhc.com 

 

Sherry Varley, RN, CIC 

Healthcare-Associated Infections Program 

Coordinator 

Bureau of Epidemiology 

Utah Department of Health 

288 North 1460 West 

Salt Lake City, Utah 84116 

Phone: 801-538-6284 

Fax: 801-538-9913 

E-mail: svarley@utah.gov 

 

Patrick Waldron, MEd 

Manager 

Health Facility Compliance 

Texas Department of State Health Services 

1100 West 49th Street 

Austin, Texas 78714 

Phone: 512-834-6650, ext. 2625 

Fax: 512-834-6653 

E-mail: patrick.waldron@dshs.state.tx.us 

 

Erica Washington, MPH 

Healthcare-Associated Infections 

Coordinator/Public Health Epidemiologist 

Infectious Disease Epidemiology Section 

Louisiana Office of Public Health 

3701 West Napoleon Avenue, Suite 116 

Metairie, Louisiana 70001 

Phone: 504-568-8319 

Fax: 504-568-8290 

E-mail: erica.washington@la.gov 

 

Janet Wehrle 

Infection Preventionist 

University of Kansas Hospital 

3901 Rainbow Boulevard, Mailstop 2018 

Kansas City, Kansas 66160 

Phone: 913-588-0340 

E-mail: jwehrle@kumc.edu 

 



HHS HAI Data Summit Summary   Page 49 

Daniel Weinberg, PhD 

Research Economist 

IMPAQ International, LLC 

10420 Little Patuxent Parkway, Suite 300 

Columbia, Maryland 21044 

Phone: 443-539-9765 

E-mail: dweinberg@impaqint.com 

 

Barbee Whitaker, PhD 

Director, Patient and Donor Safety Center 

AABB 

8101 Glenbrook Road 

Bethesda, Maryland 20814 

Phone: 301-215-6574 

Fax: 301-215-5774 

E-mail: bwhitaker@aabb.org 

 

Robert White, PT, CPHQ 

Hospital Program Manager 

Hospital Services 

Primaris 

200 North Keene Street 

Columbia, Missouri 65201 

Phone: 816-305-6523 

E-mail: rwhite@primaris.org 

 

Susan White, PhD 

Clinical Associate Professor 

Health Information Management 

The Ohio State University 

453 West 10th Avenue 

Columbus, Ohio 43214 

Phone: 614-247-2495 

E-mail: white.2@osu.edu 

 

Keith Woeltje, MD, PhD 

Co-chair, Informatics Group 

Society for Healthcare Epidemiology of 

America 

BJC Learning Institute 

8300 Eager Road, Suite 400A 

Mailstop 92-92-241 

St. Louis, Missouri 63144 

Phone: 636-686-0042 

E-mail: kwoeltje@bjc.org 

 

Hui-Hsing Wong, MD 

Medical Officer 

Office of the Assistant Secretary for 

Planning and Evaluation 

U.S. Department of Health and Human 

Services 

200 Independence Avenue S.W., Room 

434E 

Washington, D.C. 20015 

Phone: 202-205-0519 

E-mail: hui.wong@hhs.gov 

 

Carol Wood-Koob, RN 

Healthcare-Associated Infections 

Coordinator 

Epidemiology–Surveillance 

Vermont Department of Health 

108 Cherry Street 

Burlington, Vermont 05402 

Phone: 802-951-5150 

Fax: 802-951-4061 

E-mail: carol.wood-koob@state.vt.us 

 

Don Wright, MD, MPH 

Deputy Assistant Secretary for Health 

Office of Disease Prevention and Health 

Promotion 

Office of the Assistant Secretary for Health 

U.S. Department of Health and Human 

Services 

1101 Wootton Parkway, Suite LL100 

Rockville, Maryland 20852 

Phone: 240-276-9795 

Fax: 240-453-8281 

E-mail: don.wright@hhs.gov 

 

Marc-Oliver Wright, MT(ASCP), MS, 

CIC 

Corporate Director of Infection Control 

NorthShore University Health System 

2650 Ridge Avenue, Burch 124 

Evanston, Illinois 60201 

Phone: 847-570-2451 

Fax: 847-570-2145 

E-mail: mwright@northshore.org 

 



HHS HAI Data Summit Summary   Page 50 

Carol Young, MHA 

Director Quality and Patient Safety 

Dallas-Fort Worth Hospital Council 

Foundation 

Hospital Engagement Network 

250 Decker Drive 

Irving, Texas 75062 

Phone: 469-648-5023 

Fax: 972-791-0284 

E-mail: cyoung@dfwhcfoundation.org 

 

Kim Zimmerman, MPH 

Public Health Advisor 

Center for Disease Control and Prevention 

1600 Clifton Road, N.E. 

Atlanta, GA 30339 

Phone: 404-284-1747 

E-mail: kzimmerman@cdc.gov 

 

 

 



HHS HAI Data Summit Summary   Page 51 

APPENDIX 2: SUMMIT AGENDA 

 

Day 1: Wednesday, May 30, 2012 

 

Time Session Location 
8:30 AM – 

9:00 AM 
Welcome and Background 
 

Opening: Alice’s Story 

Mary Brennan-Taylor 

Patient Advocate 

Consumer Report, Safe Patient Project 

Adjunct Faculty, University of Buffalo School of Medicine, Department of Family Medicine 
 

Welcome 

David Muntz, MBA 

Principal Deputy National Coordinator 

HHS Office of the National Coordinator for Health Information Technology 
 

Data Summit: Background, Goals, and Key Questions 

“National Action Plan to Prevent Health Care-Associated Infections: Roadmap to Elimination:” 

Overview, Measures, and Goals 

Don Wright, MD, MPH 

Deputy Assistant Secretary for Health 

HHS Office of the Assistant Secretary for Health 

 

Imperial 

 
 

9:00 AM – 

10:15 AM  
First Plenary: Electronic Health Records Systems, Standards, and Use in HAI Reporting 

(Key Question Addressed: Q1) 
 

 EHR Adoption in the U.S.: Meaningful Questions 

David Hunt, MD, FACS 

Medical Director, Office of Provider Adoption & Support 

HHS Office of the National Coordinator for Health Information Technology 

 Brief Overview, Level Setting for Remainder of Data Summit – Statistics on EHR Adoption in the 

U.S. 

David Hunt, MD, FACS 

Medical Director, Office of Provider Adoption & Support 

HHS Office of the National Coordinator for Health Information Technology 
 

 CDC National Healthcare Safety Network 

Dan Pollock, MD 

Surveillance Branch Chief, Division of Healthcare Quality Promotion 

HHS Centers for Disease Control and Prevention 
 

 CMS CROWNWEB 

Jim Poyer, MS, MBA 

Director, Division of Quality Improvement Policy for Acute Care 

HHS Centers for Medicare & Medicaid Services 
 

 AHRQ Common Formats 

Noel Eldridge, MS 

Center for Quality Improvement and Patient Safety 

HHS Agency for Healthcare Research and Quality 
 

 Q&A 

 

Imperial 

 

 

10:15 AM Break   



HHS HAI Data Summit Summary   Page 52 

– 10:30 

AM 

10:30 AM 

– 11:45 

AM 

Second Plenary: HHS HAI Reporting Systems: Overview of Selected Systems, Public Reporting of 

HAI Data (Key Questions Addressed: Q3, Q4) 
 

 Introduction to Plenary Session 

David Hunt, MD, FACS 

Medical Director, Office of Provider Adoption & Support 

HHS Office of the National Coordinator for Health Information Technology 

Hui-Hsing Wong, MD, JD 

Medical Officer 

HHS Office of the Assistant Secretary for Planning and Evaluation 
 

 Overview of Key HHS Data Sources Available for Longitudinal Assessment of HAI Rates: Results 

from the IMPAQ/RAND Evaluation of the HAI Action Plan 

Daniel Weinberg, PhD 

IMPAQ International 

Katherine Kahn, MD 

RAND Corporation 
 

 Partnership for Patients Hospital-Acquired Conditions Measurement Strategy 

Noel Eldridge, MS 

HHS Agency for Healthcare Research and Quality 
 

 Provider-Level Perspective: Resource Requirement of Surveillance and Snapshot of HAI and Other 

Patient Safety Metrics 

Russ Olmsted, MPH, CIC 

Director, Infection Prevention & Control Services 

St. Joseph Mercy Health System 
 

 State Perspective on Multiple National Reporting Systems 

 Steve Ostroff, MD 

HAI Coordinator 

Pennsylvania Department of Health 

 NHSN Data Presentation, Standardized Infection Ratio (SIR), Display of Comparisons, 

Aggregation of Data 

Dawn Sievert, PhD, MS 

Epidemiologist 

Lead, NHSN Protocol and Public Reporting Team, Surveillance Branch 

Division of Healthcare Quality Promotion 

HHS Centers for Disease Control and Prevention 

 Q&A 

 

Imperial 

 

 

11:45 AM 

– 1:00 PM 

Lunch On Your Own   

1:00 PM – 

2:15 PM 
Third Plenary: National and State-Level Validation Efforts (Key Question Addressed: Q5) 
 

 Introduction to Plenary Session 

Rani Jeeva, MPH, CPH 

HAI Team Leader 

HHS Office of the Assistant Secretary for Health 

Lisa McGiffert 

Project Director, SafePatientProject.org, Consumers Union 
 

 Consumer Perspective: Validation 

Lisa McGiffert 

Consumers Union, Safe Patient Project 
 

 CMS Validation of Hospital Inpatient HAI Measures 

James Poyer, MS, MBA 

Director, Division of Quality Improvement Policy for Acute Care 

Imperial 
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HHS Centers for Medicare and Medicaid Services 
 

 CDC Support for Valid HAI Data and Lessons Learned from State Validation 

Kathryn Arnold, MD 

Medical Officer, Division of Healthcare Quality Promotion 

HHS Centers for Disease Control and Prevention 
 

 State-Level Validation: Results and Lessons Learned from California 

Lynn Janssen, MS, CIC 

Liaison Program Coordinator, HAI Program 

California Department of Public Health 
 

 Q&A 

 

2:15 PM – 

2:30 PM 
Introduction to Track Sessions A, B, C, and D 

Don Wright, MD, MPH 

Deputy Assistant Secretary for Health 

HHS Office of the Assistant Secretary for Health 

 

 

2:30 PM – 

5:00 PM 

 

 

Track Sessions (Concurrent Sessions)   

Track A: Ambulatory Surgical Centers (Key Question Addressed: Q2) Trianon 
 

 

Track B: End-Stage Renal Disease Facilities (Key Question Addressed: Q2, Q3) 

 

Colonial 
 

 

Track C: Long-Term Care Facilities (Cancelled) 

 

Truman 
 

 

Track D: Acute Care Hospitals (Key Question Addressed: Q3) Imperial 
 

 

 

Day 2: Thursday, May 31, 2012 

 

Time Session Location 
8:30 AM – 

9:00 AM 
Opening and Welcome 
 

CAPT Jose H. Belardo, JD, MSW 

HHS Regional Health Administrator, Region VII 

 

Affordable Care Act: Improving Quality Measurement and Transparency 

Jay Angoff 

HHS Regional Director, Region VII 

Imperial 

 
 

9:00 AM – 

10:15 AM 
Fourth Plenary: Enhancing the HAI Data Supply Chain (Key Question Addressed: Q2) 
 

 Introduction to Plenary Session 

Dan Pollock, MD 

Surveillance Branch Chief, Division of Healthcare Quality Promotion 

HHS Centers for Disease Control and Prevention 

 EHR Adoption in U.S.: From Meaningful Questions to Tides 

David Hunt, MD, FACS 

Medical Director, Office of Provider Adoption & Support 

HHS Office of the National Coordinator for Health Information Technology 
 

 EHR Systems Configuration to Automatically Produce HAI Data to CDC’s NHSN 

Marc-Oliver Wright, MT(ASCP), MS, CIC 

Director of Infection Control 

NorthShore University Health System 
 

 Future of Reporting Quality Data and Using Data for Various Accountability Purposes 

Imperial 
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Jim Poyer, MS, MBA 

Director, Division of Quality Improvement Policy for Acute Care 

HHS Centers for Medicare & Medicaid Services 
 

 Q&A 

 

10:15 AM 

– 10:30 

AM 

Break  

10:30 AM 

– 11:30 

AM 

Small Group Discussion: Key Questions (Concurrent Sessions)  

Q1. When, how, and for which HAIs should the transition be made from traditional methods of case 
finding and reporting—that depend to a large extent on application of written protocol instructions by 
individuals working in healthcare facilities and manual methods of data collection and data entry—to 
computer-based algorithms for case detection and use of electronic data sources for populating and 
submitting numerator and denominator records?  

Trianon 

 

 

Q2. With increasing adoption of electronic health record systems and advances in information 
technology for detecting and reporting HAIs and collecting and submitting closely related data, what 
actions need to be initiated or intensified to ensure that the data supply chain is as fully developed and 
widely used as possible, produces data that are validated, and meets prevention, public reporting, and 
payment purposes?  

Colonial 

 

 

Q4. What policies and standards are needed to facilitate consistent public reporting of the Centers for 
Disease Control and Prevention (CDC) National Healthcare Safety Network (NHSN) data at the state 
and federal levels and how should those policies be identified or developed or maintained? 
 

Truman 

 

 

Q5. What can and should be done to improve, extend, and sustain efforts at the local, state, and 
national levels to validate facility-specific HAI data that are collected, analyzed, and publicly reported?  

Imperial 

 

11:30 AM 

– 12:30 PM 

Lunch On Your Own   

12:30 PM – 

1:45 PM 
Small Group Discussion: Key Questions (Concurrent Sessions)  

Q1. When, how, and for which HAIs should the transition be made from traditional methods of case 
finding and reporting—that depend to a large extent on application of written protocol instructions by 
individuals working in healthcare facilities and manual methods of data collection and data entry—to 
computer-based algorithms for case detection and use of electronic data sources for populating and 
submitting numerator and denominator records?  

Trianon 
 

 

Q2. With increasing adoption of electronic health record systems and advances in information 
technology for detecting and reporting HAIs and collecting and submitting closely related data, what 
actions need to be initiated or intensified to assure that the data supply chain is as fully developed and 
widely used as possible, produces validated data, and meets prevention, public reporting, and payment 
purposes? 

Colonial 
 

 

Q4. What policies and standards are needed to facilitate consistent public reporting of the Centers for 
Disease Control and Prevention (CDC) National Healthcare Safety Network (NHSN) data at the state 
and federal levels and how should those policies be identified, developed, or maintained? 
 

Truman 
 

 

Q5. What can and should be done to improve, extend, and sustain efforts at the local, state, and 
national levels to validate facility-specific HAI data that are collected, analyzed, and publicly reported? 

Imperial 
 

 

12:30 PM – 

1:45 PM 
Poster Presentations and Exhibits 

 
 

Exhibit 

Hall 

1:45 PM – 

2:00 PM 

Break   
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2:00 PM – 

2:55 PM 
Fifth Plenary: Moving Forward: Next Steps in Ensuring Accurate and Reliable Data to Monitor 

Progress in the Reduction of HAIs (Key Question Addressed: Q6) 

Don Wright, MD, MPH 

Deputy Assistant Secretary for Health 

HHS Office of the Assistant Secretary for Health 
 

Rani Jeeva, MPH, CPH 

HAI Team Leader 

HHS Office of the Assistant Secretary for Health 

 Small-Group Discussion and Report-Outs 
 

Imperial 

 

 

2:55 PM – 

3:00 PM 
Next Steps and Acknowledgments 

Don Wright, MD, MPH 

Deputy Assistant Secretary for Health 

HHS Office of the Assistant Secretary for Health 
 

 

Final Thoughts 

Mary Brennan-Taylor 

Patient Advocate 

Consumer Report, Safe Patient Project 

Adjunct Faculty, University of Buffalo School of Medicine, Department of Family Medicine 
 

Imperial 

 

 


